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The Challenge of Geriatric Nursing 


In recent years the problems of the 
aged have become an ever increas- 
ing focus of attention on the national 
scene. It has also become an increas- 
ingly important phase of nursing 
practice. Indeed what active nurse 
will not be called upon in private 
duty, on the general hospital services, 
or in the ever expanding network 
of nursing homes throughout the na- 
tion, to utilize the modern concepts 
of geriatric nursing? 


One significant factor, which must 
be recognized before any sound fro- 
gram of geriatric nursing can be 
established, is the existence of a very 
close relationship between the emo- 
tional and physical needs of older 
patients. This relationship is intensi- 
fied because of a growing realization 
on the part of the patients of their 
dependence upon others, of their 
gradual decline in physical stamina, 
of their changing status in the com- 
munity from a productive member 
to a passive on-looker. 


Emotional needs 


Unless an elderly patient can be 
given some evidence of being appre- 
ciated for himself, and of being want- 
ed, he will very likely make slow 
progress recovering from any physi- 
cal disability. It is a fact that many 
older patients strongly resist medical 
and nursing care. When this attitude 
develops, it can be due to a complete 
sense of rejection, and a desire to 
succumb to the illness. It may also 
be a result of a desire to prolong the 
illness, because it has made him the 
center of new found attention. 


Unhappily, there is a tendency at 
times to simply brush aside difficult 
personality traits in older patients 


as evidence of senility. In geriatrics, , 


it is in the interest of the patient that 
we probe source of a difficult be- 
havior pattern before labeling any 
patient “senile” or “mentally incom- 
petent.” 

Patients’ needs 


In a nursing home where there are 
primarily long term patients and 
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guests, there is an obligation not only 
to protect the rights of each individ- 
ual but. to consider carefully the 
needs of all the patients. Consequent- 
ly, when an emotional problem does 
develop, nurses on all the shifts 
should make careful notes concern- 
ing the conduct of the patient in 
question. These notes should be re- 
viewed at a later date by the admini- 
strator, nurses, and doctor in charge. 
It is always wise in such instances to 
have a psychological consultation as 
well, whenever it is possible. 


I recall the case of a Mrs. Berger 
who was admitted to a nursing home 
and a few weeks later developed 
periodic emotional flare-ups. During 
these spells she would cry, tear 
clothes, and start fights with the 
other patients sharing her room. 
Fortunately, at this home, there was 
a policy of submitting such matters 
for evaluation by a committee. It was 
at such a committee meeting that a 
pattern was uncovered in Mrs. 
Berger’s conduct. It was noted that 
her emotional flare-ups only oc- 
curred on visiting days. 


A further check revealed that Mrs. 
Berger's only visitors were a daugh- 
ter and son-in-law with whom she 
had lived before her admission to the 
home. The daughter was then called 
to the home. to meet with the nursing 
director and the doctor. She was able 
to disclose the fact that her mother 
did not get along with her son-in- 
law, and had been very unhappy 


that she gave up her own home to go 
and live with them. 

Once these facts were uncovered 
the doctor and the administrator met 
with Mrs. Berger. Under careful 
questioning she admitted that she 
was very fearful that her daughter 
and son-in-law were going to want 
to take her home to save expenses. 
Her conduct was intended to dis- 
courage them. She explained that she 
had made new friends at the home 
since she arrived, and that she want- 
ed to remain there. 

Once the son-in-law stopped com- 
ing at visiting hours, and Mrs. 
Berger was reassured that she would 
remain on at the home, she experi- 
enced no more emotional flare-ups. 


Consider the individual 


While this was an unusual case, it 
does point to the importance of un- 
derstanding each patient, as an indi- 
vidual. It signifies a need to study a 
patient’s background as well as his 
conduct before classifying him as 
“senile” or a “serious behavior prob- 
em.” Any such classification should 
be based upon study and professional 
judgment. 

Those responsible for the nursing 
care of geriatric patients should un- 
derstand that true senility is a result 
of organic changes, and not, as in the 
case of Mrs. Berger, a result of out- 
side disturbances. These changes are 
a result of what is known as arterio- 
sclerotic alterations of the blood ves- 
sels. These changes will eventually 
result in damage to certain brain 
cells. The symptoms which may be 
noted are: 


1—forgetfulness 

2—mental confusion 

3—retrogression 

4—erratic behavior in manner or 
dress 


It should be stated here that when 
we list “forgetfulness,” we are re- 
ferring to loss of memory concern- 
ing recent developments, the names 
of friends and relatives. People of all 
ages will forget events in the past 
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which were not of particular im- 
portance to them. They may even 
repeat stories they told a week or a 
month before, because they forget 
they told you those stories. When an 
elderly person does this we tend to 
become impatient and attribute it 
to his age. 


We are stressing the psychological 
aspects of geriatrics because, as we 
have already mentioned, there is a 
high degree of emotional trauma as- 
sociated with the aging process. This 
emotional stress is intensified once 
an elderly person is admitted to a 
nursing home after having been ac- 
tive, and most likely independent all 
of his life. A sense of insecurity is 
magnified at such a time. This is why 
it is so important that those responsi- 
ble for patient care in nursing homes 
have a warm and friendly approach. 


Atmosphere of the home 


Other factors directly affecting the 
elderly patient's attitude when he is 
institutionalized will be the general 
atmosphere of the home. If it pre- 
sents a cheerful and orderly atmos- 
phere, he will adjust more readily. 
Out of consideration for the majority 
of the patients therefore, once any 
patient has developed a severe emo- 
tional problem she should be segre- 
gated and given specialized attention. 

The adjustment period will pro- 
ceed more smoothly too, if a nurse 
can obtain from relatives some infor- 
mation concerning each, patient’s 
habits, likes, and dislikes. This is so 
because, establishing a routine upon 
which the patient can depend, or 
which approximates his routine in 
the past, provides a stabilizing in- 
fluence. 

By way of illustration ,the patient 
may be accustomed to having a hot 
water bottle to his feet at night. He 
may like a warm cup of milk before 
retiring, or to have a_ particular 
breakfast each morning. In general 
these are simple desires. When the 
effort is made however, to consider 
such individual preferences it can 
contribute greatly to nurse-patient 
relationship. 

We have been attempting to point 
to a need for a warm and friendly 
atmosphere for elderly patients ad- 
mitted to nursing homes. This goal 
can be defeated if members of the 
nursing staff become overly familiar 
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or ignore patients’ rights to privacy. 
For example, “Pop” or “Grandpa” 
are endearing names when used by 
members of the family, but to an 
older person they take on an offen- 
sive tone when used by nurses’ or 
nurses aides, 

In general there is no substitute 
for visits by relatives so far as older 
persons are concerned. Unfortunate- 
ly, too often relatives need to be re- 
minded how important their visits 
are in maintaining the emotional and 
physical well being of a patient. A 
supervising nurse is in a good posi- 
tion to tactfully offer such a re- 
minder. 


iJ e 
Religion 


No nursing home administrator 
should underestimate the importance 
of religion in the lives of most older 
people. I know a number of admini- 
strators who encourage their ambu- 
latory patients who are able, to go 
out to visit their church or syna- 
gogue on the sabbath or holy days. 
The fact is that even in mental hos- 
pitals the value of religion in pro- 
moting mental health is recognized, 
and patients are taken to religious 
services. 

Because of the psychological fac- 
tors we have been discussing it is 
most important to keep alive in each 
elderly patient an interest in hob- 
bies, and the world around him. In 
large institutions, occupational thera- 
pists are playing an outstanding role 
in this respect, as are recreational 
directors. Even if such services are 
not available in smaller homes, every 
effort should be made to plan social 
activities. 

Many older people enjoy a game 
of cards, checkers or chess, and such 
games can be available in homes of 
all sizes. Sewing, radio, television, 
and newspapers are other diversions 
which can be provided for elderly 
patients. 


Physical changes 


Those of us who assume the re- 
sponsibility for the care of geriatric 
patients function most effectively 
when we keep in mind the various 
physical changes and disorders which 
tend to accompany advancing years. 
These changes, like the emotional 
changes we have been discussing, 
should influence our program of pa- 
tient care. 





For example, it is quite common 
for elderly folks to suffer from vita- 
min deficiency. They very often do 
not follow a balanced diet, and the 
meals are particularly deficient in 
calcium, iron and the B vitamins, 
which, of course, leads to a general 
nutritional deficiency. A contributing 
factor when such conditions arise 
may be difficulty with dentures, 
which prevent them from enjoying 
solid foods. Such a problem also 
arises when some older people live 
alone and do not want the bother of 
planning regular meals. 

If a denture problem exists then 
the patient should be given soft but 
palatable foods. It should be kept in 
mind that there are many foods suit- 
able for serving such patients, pro- 
viding they are not made hard by 
overcooking. 

Dietary needs 

So far as elderly people are con- 
cerned, their dietary needs are best 
met when the diet is high in protein, 
minerals and vitamins. Such a diet 
is moderate in carbohydrates and 
low in fats. 

If the appetite is poor then small 
frequent feedings will prove much 
more effective in building up nutri- 
tion than a routine of three regular 
meals a day. Taking the effort to 
serve foods the patient enjoys, and 
to serve them attractively, can tempt 
lazy appetites in oldsters, as well as 
in youngsters. 

Sleep requirements 

Elderly patients frequently com- 
plain of restless nights. Because of 
slowed down metabolism, their sleep 
requirements may have undergone a 
change from earlier years. This can 
account for the difficulty. It is wrong 
therefore, to insist that an elderly 
person go to bed for the night right 
after supper, as I have seen done in 
many nursing homes. Such a routine 
may be best from the standpoint of 
the nursing staff, but it does not take 
into consideration the patient’s best 
interest. 

Even in youth sleep is very much 
an individual problem, and so it is 
in late life. In general, however, as 
we get older we require less sleep 
because of the metabolic changes we 
already mentioned, and because of 
the more sedentary lives people lead 
in later years. 

When consideration is given to the 
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individual sleeping habits of a pa- 
tient, and he is still complaining of 
restlessness at night, very often all 
that is required to promote restful 
sleep is a cup of warm milk, or ad- 
justing the patient’s bedding so he 
is more comfortable. Under all cir- 
cumstances we must guard against 
allowing elderly patients to become 
dependent upon sedatives to promote 
sleep. 


Drugs 

The promiscuous use of such 
drugs can give rise to mental con- 
fusion, and mental deterioration. Be- 
cause of impaired kidney functioning 
in many older people, certain drugs 
such as bromides and_ barbiturates 
may have a cumulative effect, result- 
ing in serious toxic reactions. 

Among the changes which accom- 
pany the aging process, perhaps the 
one which causes the greatest amount 
of discomfort is impaired circulation. 
When the circulation slows down 
because of vascular changes or car- 
diac action, patients become sensi- 
tive to the cold. They will generally 
be uncomfortable if the room tem- 
perature falls below 70°. At night 
they will require more blankets. In 
fact, many older people want a hot 
water bottle or heating pad to their 
feet at night. 


Rules for nursing staff 


Considering the fact that nursing 
home administrators are responsible 
for the safety of their patients, they 
will want the nursing staff to observe 
certain rules with regards to the use 
of hot water bottles and heating pads. 
So far as heating pads are concerned, 
they may want to exclude their use, 
or to restrict their use to a specific 
approval from the supervising nurse 
or doctor. With regards to the use of 
hot water bottles the administrator 
will want to make certain that hot 
water bottle covers are on hand, and 
that the nurse in charge has in- 
structed the staff on the proper pro- 
cedure for filling and applying hot 
water bottles. 

This matter demands our con- 
sideration because, too frequently 
elderly people, because of circulatory 
changes we have already mentioned 
and impaired sensory nerve fibers, 
will be unable to judge the tempera- 
ture of a hot water bottle. They may 
insist it is not hot enough when ac- 
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tually it is hot enough to produce a 
burn. 

There was the unfortunate case of 
Mr. Dodd, who was a patient in a 
nursing home when he suffered third 
degree burns of both legs and the 
groin. An aide assisted Mr. Dodd in- 
to the bathtub and then left him 
alone while she went about some 
other duties. The patient thought 
that the bath water the aide prepared 
was too cool, and he turned on the 
hot water until he thought it was 
the right temperature. When a nurse 
entered the room some minutes later 
she found that the man already suf- 
fered severe burns. Because of circu- 
latory and nerve impairment Mr. 
Dodd did not realize that the water 
was so hot. 

Indeed because of the dangers in- 
volved a nurse should make herself 
responsible for testing the bath water 
for her geriatric patients, and for 
assigning someone to remain with 


the patients while they are in the 
bath. 


Skin conditions 

Because of the Alkali in the soap 
and sensitive dry skin, bathing often 
presents another problem for older 
people. This distressing condition is 
known as “bath itch.” When this 
condition does exist we need not be 
insistent upon the daily use of soap 
in bathing. The fact is that perspira- 
tion odors do not present too great 
a problem with geriatric patients due 
to a slowing down of the activity of 
the sudoriferous glands of the skin. 

Administrators who oversee the 
purchasing of supplies may wish to 
keep in mind that water softeners 
and cold cream soaps can serve to 
relieve the problem of “bath itch.” 
Again in the purchasing of supplies, 
it is advisable to avoid buying alcohol 
rubbing compounds for they further 
tend to dry the patient's skin. For- 
tunately there are a number of lano- 
lin lotions on the market which are 
refreshing and also lubricate the skin. 

Actually for most older people 


* Jubrication of the skin is most im- 


portant, particuarly if they are bed- 
ridden. Such lubrication will serve 
to prevent breaks in the skin which 
can cause infection, and also will act 
as a preventative measure against 
bed sores. 
Bed sores 
In the field of geriatrics it is im- 


possible to over emphasize the pre- 
ventative measures with regards to 
“pressure” or bed sores. Certainly 
every nursing home should have an 
adequate supply of tincture of ben- 
zoin. The nursing staff should be 
alerted to apply tincture of benzoin 
to any red pressure area and _par- 
ticularly over bony prominences that 
show evidence of redness. They 
should further be instructed to re- 
port at once to the doctor any break 
in a patient’s skin. 

In carrying out this preventative 
campaign against decubitus ulcers, 
administrators and nursing directors 
of nursing homes will have need to 
be prepared for a heavy demand for 
bed linen. Most older folk have poor 
bladder control. The sphincter mus- 
cles tend to lose their tonus in older 
people, which accounts for this dif- 
ficulty. The condition may also be- 
come intensified during an illness. 


To leave any patient in a wet bed, 
hour after hour, will definitely tend 
to break down skin tissue, but it will 
happen much more readily to the 
aged because of tissue changes. No 
matter how conscientious the nurs- 
ing staff may be in turning bedridden 
patients to relieve pressure areas, 
decubitus ulcers will still develop un- 
less they can be equally conscientious 
in changing the bed linen of in- 
continent patients. 


There have been attempts to use 
diapers on geriatric patients who 
have lost bladder control. Here, how- 
ever, we need to be most careful. If 
plastic material is used it will help to 
retain urea and ammonia salts on the 
skin surface. In addition, it will 
limit the absorption of moisture and 
will hold in body heat. Understand- 
ably, these factors will tend to pro- 
mote the development of decubitus 
ulcers. 

If any form of geriatric diaper is 
used it should be of a porous ma- 
terial. It should be also understood 
by the staff that once the diapers are 
wet or soiled they should be changed 
immediately. 

Getting elderly patients out of bed 
daily is recognized by doctors as a 
most essential factor in preventing 
bed sores and other serious compli- 
cations. The nursing staff has an ob- 
ligation, therefore, to keep geriatric 


(Continued on Page 4) 
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CHALLENGE 
(Con’t from Page 3) 


patients out of bed each day for as 
long as possible, unless the doctor 
specifically orders “bed rest”. 

Older patients will be less likely 
to rebel against remaining out of bed 
if they are made comfortable. Con- 
sequently, easy chairs, foot stools, 
and an adequate number of cushions 
will be required to maintain their 
comfort. For a certain number, wheel 
chairs will of course be a “must.” 

From what we have been saying it 
is obvious that to meet the needs of 
geriatric patients effectively there 
must be a close and cooperative re- 
lationship between the administra- 
tion and nursing service. 

Today geriatric nursing has be- 
come a challenge because it no longer 
need be regarded as simply “custo- 
dial care.” It has become a positive 
service designed to promote the 
health and the vigor of patients. It 
offers a constructive service to the 
community as a whole. 


Reprinted from Nursing Home Ad- 
ministrator, May-June, 1961 


Calendar of Events 





Nov. 5-11, 1961 — American Oc- 
cupational Therapy Association, De- 
troit, Mich. 


Nov. 7-10, 1961 — California As- 
sociation of Nursing Homes, Sani- 
tariums, Rest Homes and Homes for 
the Aged — Annual Convention, 
Disneyland Hotel, Anaheim, Calif. 


Nov. 7-9, 1961 — Texas Nursing 
Home Association annual conven- 
tion, Shamrock Hotel, Houston, 
Texas. 

Nov. 7-9, 1961 — Annual Con- 
vention of California Association of 
Nursing Homes, Sanitariums, Rest 
Homes and Homes for the Aged, 
Ambassador Hotel, Los Angeles, 
Calif. 


Nov. 13-17,. 1961 — American 
Public Health Assn., Detroit, Mich. 
Nov. 16-17, 1961 — Kansas Nur- 


sing Home Association Convention, 
Warren Hotel, McPherson, Kansas. 

Nov. 29-Dec. 2, 1961 — APWA’S 
National Biennial Round Table Con- 
ference, Edgewater Beach Hotel, 
Chicago, Illinois. 
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North Carolina Association 
Reports Progress 


Plenty of activity and progress to 
report for both sections of our mem- 
bership — Homes for Aged and 
Nursing Homes. This Bulletin will 
give you a quick resume on recent 
progress, along with notes of interest 
from across the State. Future bullet- 
ins will report on other developments 
in this fast-moving field of health 
care for the aged. 

Officers and directors of the 
Homes for Aged met in Raleigh on 
May 25 for two purposes: 1) to 
organize and get their new pro- 
gram underway, and 2) to meet with 
Dr. Ellen Winston and her staff 
at the State Board of Welfare. It 
was a full day for the group but 
much was accomplished. 

President Lucy Bell presided at 
the first meeting where annual dues 
were set for Homes for Aged on the 
following basis: 


Jato eds ah ae $17.00 
Bios Opens... Stee 20.00 
ROO WA AOS: S sci Ssccccnes 25.00 
TS wh 09 Oe no 35.00 
20 beds and over ................ 35.00 


plus $1.20 per bed per year. 

Following the practice of past years, 
dues may be paid in full or one-half 
at first of year and one-half on July 
1. Mrs. Betty Hill Maready will be 
chairman of the membership com- 
mittee, and is working on an inten- 
sive membership campaign designed 
to inform the many qualified homes 
for the aged on the benefits of As- 
sociation membership. Mrs. Lina 
Padgett will serve as chairman of 
the budget committee which will 
recommend a realistic operating bud- 
get for the section based on esti- 
mated income. 

District organizations will continue 
to be important in the work of the 
Homes for the Aged. Plans were 
made to hold district meetings in 
each district during the month of 
June. Notices of time and place were 
being handled by each district. A 
tentative time-table for future dis- 
trict meetings follows: October, 1961; 
February, 1962; April, 1962 (Com- 
bined with State Convention at 
Asheville); September, 1962 and No- 
vember, 1962. These folks believe in 
planning ahead! 

A conference between State Wel- 
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fare and Homes for Aged leaders was 
called at the suggestion of Dr. Ellen 
Winston so that there could be a 
full discussion on any questions or 
suggestions concerning the licensing 
program which continues under the 
State Board of Public Welfare. 
There was plenty of discussion dur- 
ing the three-hour conference. Tone 
of the meeting was excellent. Here 
are some of the highlights: 


1) Dr. Winston expressed her ap- 
proval of the Association’s actions 
in dividing its membership into two 
clear-cut groups, and said this will 
help clarify the basic services to be 
given the aged. State Welfare offers 
its cooperation to the Association in 
a mutual effort to provide the type of 
care which boarding home residents 
need, 

2) Welfare has reached a good 
understanding with the State Board 
of Health which is now responsi- 
ble for licensing of Nursing Homes. 
However, Welfare reports that at 
least 15 homes do not have sufficient 
staff to meet its requirements for care 
of public welfare nursing patients. 
These homes must decide what cate- 
gory they will become and staff ac- 
cordingly. 

3) Where complete division of 
services cannot be made at this 
time, Welfare recommends that nurs- 
ing patients and boarding residents 
be separated as much as possible — 
in separate wings, if available. Wel- 
fare will welcome an opportunity to 
experiment with this arrangement to 
seek the best information available 
on the problem. 


4) There may have been too much 
concentration in past on larger homes 
and Welfare seeks to give more at- 
tention to the smaller operators who 
also need advice and assistance. 


5.) Some homes are having prob- 
lems in coping with handling checks 
and other funds for residents. Wel- 
fare recommends that a “personal 
representative” be appointed as legal 
means of removing responsibility 
from resident and home. This ar- 
rangement is similar to power of 
attorney. 

6) Welfare is considering holding 
another series of one-day workshops 
for boarding home operators if there 
is desire for this program. Would 
staffing problems be a good subject, 


for example? Dr. Winston and staff 
members indicated an interest in 
Welfare representation, where pos- 
sible, at district meetings of Homes 
for Aged Section. 


Officers and Directors of the Nurs- 
ing Home Section met in Raleigh 
on May 31 under the leadership of 
Vice-President Marguerite Dunham 
who presided in the absence of 
President Dorothy Joyner who was 
ill. There was plenty of discussion 
and action. Special guest was Mrs. 
Nan Cummings, Acting Chief of the 
Nursing Home Section, Personal 
Health Division, State Board of 
Health, who reported on the work of 
the Board in connection with licens- 
ing of nursing homes. 


Mrs. Cummings pointed out that 
all licensing rules and regulations 
will be handled at the State Board 
level, while food handling inspec- 
tions, etc., will continue to be han- 
dled at the county level. She em- 
phasized that the State Board of 
Health seeks to cooperate with the 
Nursing Home Section in working 
out the best program for nursing 
home patients. The Board is organ- 
izing an Advisory Council of 10 
representative members to help 
with formulation and improvement 
of licensing rules and regulations. 
Mrs. Edith Chance and Mr. Travis 
Tomlinson have been selected by the 
officers and directors to fill the two 
appointments representing State As- 
sociation on this Council. 


TEENAGERS & V. D. 


Study of 600 teenage patients 
from New York City social hygiene 
clinics showed that while 379 had a 
venereal disease, only 42% had ever 
read or heard anything about VD. 
Majority of the youths did not come 
from impoverished or transient 
families. 





CUSTODIAL HOME 


State approved 25 bed home located 
in Northeastern lowa. Large rooms, 
fully equipped and furnished. Nice 
location with 2-%4 acres of land for 
expansion. Double garage, 3 enclosed 
porches. Remodeled and enlaraed four 
years ago. $6,000 down, $300 per 
month will handle. Reason for selling 
is poor health. Builders Realty, 635 
Ansborough Ave., Waterloo, lowa. 
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The Problem of 
Unlicensed Nursing Homes 


By WILLIAM E. BEAUMONT, Jr. 
Secretary, A.N.H.A. 


Recently one of America’s pro- 
minent doctors, who writes a syndi- 
cated column, told of a letter he had 
received, as follows: 


“After much searching, the fami- 
ly found a nursing home which they 
thought was reasonable enough that 
they could stand the expense. But 
soon they found that the place was 
badly run, and the treatment of their 
father was so unkind, that they had 
to take him out. Then the only place 
left to them was the state hospital for 
mental diseases.” 


We do not know if the nursing 
home was even licensed. However, 
we know there are many places call- 
ing themselves nursing homes which 
do not have licenses as such. 


Cannot Be Tolerated 


Cruelty or unkindness cannot be 
tolerated no matter where it is found 
—whether it be in a nursing home or 
a state hospital. Unfortunately, the 
state licensing laws in many areas 
are lax in that they allow many unli- 
censed homes to operate without su- 
pervision or inspection. The rules 
and regulations which have been a- 
dopted by state legislatures after en- 
couragement from the American 
Nursing Home Association and its 
state affiliates, are enforced in many 
areas only on those “homes” volun- 
tarily requesting licensing and in- 
spection. 

These unsupervised homes con- 
tinue to thrive not only because of 
the malfeasance of licensing officials, 
but because all too often, the “nurs- 
ing home” is selected on the basis 
of price rather than care. State and 
county public assistance agencies are 
the largest purchasers of nursing 
home care, and of necessity, must 
consider price. However, it is doubt- 
ful that adequate nursing care can be 
had for many of the prevailing rates: 
Mississippi, $40.00 monthly; Texas, 
$60.00 monthly; Arkansas, $90.00; 
South Carolina, $50.00, and so forth. 


Our association and its state af- 
filiates each year conduct hundreds 
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of training institutes on nursing care, 
rehabilitation, nutrition and sanita- 
tion. However, we have never been 
able to reach the unlicensed homes 
because of our reluctance to associate 
with the clandestine. The problems 
not only continue to exist, but are 
expanding, because of the apathy of 
our doctors, public officials, patients, 
and ourselves. 


Price and Care 


These problems of price and care 
are brought sharply into focus when 
we consider that many patients are 
admitted to nursing homes when 
actually their needs for the time are 
the diagnostic and therapeutic serv- 
ices available only in hospitals. Hos- 
pital charges are usually four to ten 
times that for nursing homes. The 
unlicensed homes are full of these 
patients, as they have no hesitancy to 
get far over their heads in medical 
services. They continue to talk of 
tender loving care (T.L.C.) when 
the need is for doctors, trained nurses, 
antibiotics, oxygen, and proper diet. 


State mental hospitals are not the 
answer to health care for the aging, 
as most of our state mental hospitals 
and their budgets are severely over- 
loaded with patients, not mentally 
ill, but senile or ailing physically, be- 
cause adequate emphasis has not 
been given the licensed nursing 
homes within the community. I 
should think that life could be much 
more attractive in a well managed 
nursing home (average size, 30 beds) 
than in a state mental institution of 
several thousand beds. However, 
this is not criticism for the good 
state hospitals. Over the years they 
have been avalanched with criticism, 
some of which has not been true. 


Insist on Law Enforcement 


Nursing home administrators must 
insist that the state licensing laws 
are enforced fairly in all areas. How- 
ever, the licensing agencies depend 
on the public to report the existence 


’ of unlicensed homes to them. And 


many times these agencies do not 
know of the unlicensed home until 
a disaster strikes or some other in- 
tolerable situation develops. The 
unfavorable publicity connected with 
these situations always reflects on 
the legitimate nursing home profes- 
sion. 








BEAM MATIC 
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NEW YORK STATE 
NHA REPORT 


Austin J. Barrett, newly elected President 
of New York State Nursing Home Associa- 
tion, Inc. 


New officers, elected at the New 
York State Nursing Home Associa- 
tion, Inc. convention held June 25- 
28, 1961, are as follows: 

President: Austin J. Barrett, Buf- 
falo. 

Executive Vice President: Law- 
rence Kluger, Suffern. 

Vice President, Public Relations: 
Robert Simmons, Rockville Centre. 

Vice President, Ways and Means: 
Max Altman, Buffalo. 


Vice President, Membership: Mrs. 


Florence Goldsmith, Jacksonville. 
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Treasurer: Alan Bartholomew, 
Rochester. 
Secretary: Mrs. Irene Tierney, 


Guilderland Center. 
Executive Director: James H. Mul- 
laley, Syracuse. 

Legal Counsel: Curtis L. Lyman, 
Albion. 

The new president, Austin J. 
Barrett, has served as treasurer of 
the state association and is currently 
president of District Ten, NYSNHA. 

The convention held June 25-28, 
at Whiteface Inn, Lake Placid, N. 
Y., was attended by members, their 
families, visitors from neighboring 
states, and special guests. 

Guest speakers included: Mrs. 
Helen Holt, Special Assistant for 
Nursing Homes, Federal Housing 
Administration, discussed “The FHA 
Nursing Home Program” and out- 
lined procedures for obtaining FHA 
loans for the construction of nurs- 
ing homes. 


The Honorable John E. Johnson, 
State Assemblyman from Genesee 
County and Chairman of the Joint 
Legislative Committee on Problems 
of the Aging, spoke on various state 
programs to assist the aged in regard 
to housing, job placement, recreation, 
mental hygiene, and chronic illness. 


Mrs. Eleanor Baird, Chairman of 
Accreditation Committee, Region 
II, ANHA, addressed an Accredita- 
tion Workshop and stated emphatic- 
ally “Self-accreditation will not 
work!” Her co-panelist, J. F. Follman, 
Jr., Information and Research Direc- 
tor, Health Insurance Corporation 
of America, spoke on the subject 
“Health Insurance Aspects of Ac- 
creditation”. 


Mrs. Beatrice Hill, President of 
Comeback, Inc., New York City, 
talked about “Rehabilitation and 
Planned Recreational Therapy”. Her 
co-panelist was William E. Cox, 
Physical Therapy Specialist, U. S. 
Public Health Service, Nursing 
Home Section, Washington, D. C., 
who gave a slide presentation of 
rehabilitation techniques for nurs- 
ing home patients. 


Lt. Governor Malcom E. Wilson 
of New York State in a speech at 
the banquet, cited the interest and 
concern of the state administration 
in developing a program of care for 
the aging which would serve as a 
model program for the nation. 


Following the installation of the 
new officers, Mrs. Nancy Maxwell, 
convention co-chairman, on behalf of 
the association, presented gifts to 
Alton E. Barlow, retiring president, 
and to Mrs. Anna Schwarz, out- 
going secretary. 


The convention closed with its 
theme — “The Old Grow Young 
mol. 





WRITE FOR FREE BOOKLET on: 
LEGAL LIABILITY in the Nursing Home 


WM. K. O’CONNOR & CO. 


53 West Jackson Blvd. 


Harrison 7-1721 


Chicago 4, Illinois 
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It takes only a minute 
to mix 1000 Island or 
Tartare Sauce. 


Try these labor-saving 
flavor-adding 
Sexton Dressings 


Ready to serve or ready to mix 





Skilfully blended of choicest ingredients, 
Sexton homogenized Salad Dressing is a 
time-and-money-saver for any volume food 
serving operation. It takes just a minute 
to combine it, in 8 to 1 proportions, with 
Sexton Thousand Island Mix or Tartare 
Sauce Mix. Not much longer to whip in 
Roquefort or blue cheese for a Roquefort- 
type dressing. Or with your own special 
variations, create a distinctive ‘‘chef’s 
salad”’ dressing. 

And for widest satisfaction, be sure to 
stock several Sexton ready-to-serve dress- 


ings. Superb mayonnaise, non-separating 
French and exquisite Paris are three of 
the most popular. 

JOHN SEXTON & CO. 
Serving the volume feeding market since 1883 


Quality Foods 





“Autumn Leaves” Project in Dallas 
Will House 300 Senior Citizens 


Plans for an ultra-modern senior 
citizen community costing more than 
two million dollars were announced 
in August, by Mr. Sam E. McCaskill, 
president of Autumn Leaves, Inc. 
The project, which has been in the 
planning stage for two and a half 
years, will cover almost five acres 
near the intersection of Old Gate 
Lane and Garland Road, overlooking 
White Rock Lake, Dallas, Texas. 
Construction began shortly after the 
announcement. 

The three-building concept, de- 
signed by Dallas architects Williams 
and Reeves, will provide complete 
living quarters and facilities for more 
than 300 senior citizens from Dallas 
and throughout the country. Mc- 
Caskill said the Autumn Leaves pro- 
ject is the first of its kind to be 
constructed in the Southwest. 


Contains 77 units 


One modern building will contain 
77 apartment units for retired per- 
sons only, the second will be for re- 
tired persons who need limited super- 
vision and occasional medical care, 
the third building will feature a 
cafeteria, chapel, library, barber shop, 
beauty shop, drug store, game rooms, 
washateria, reception area, admini- 
strative offices, a 13 bed infirmary 
with full nursing facilities for short 
term illnesses, occupational therapy 
rooms and rehabilitation equipment. 
The three buildings will be con- 
nected with enclosed passageways 
with all areas featuring year-around 
air conditioning and heating. The 
project will include both efficiency 
and one-bedroom apartments. 


Plans lighting effects 
Mr. McCaskill said that Almac, 


Inc. is building Autumn Leaves and 
that beautiful lighting effects are 
being planned for the project, in- 
cluding its recreation and patio areas, 
by Electrical Contracting and Main- 
tenance Company. Smith and Wil- 
liams of Dallas are the engineers for 
the project. 

“With today’s increased longevity 
and the booming senior citizen popu- 
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“Autumn Leaves” project in Dallas, Texas, will house 300 “Senior Citizens.” 


lation,” Mr. McCaskill said, “Au- 
tumn Leaves will fulfill a tremend- 
ous need right in Dallas. In this 
community-in-itself, the senior citi- 
zen will have almost every possible 
facility to meet his daily needs.” 


Autumn Leaves is scheduled for 
completion in March. Inquiries from 
California to South Carolina have 
been received. The senior citizen 
is interested in this type of housing 
and the ideal Dallas climate will 
bring many folks from the colder 
northern areas of the country, as 


stated by McCaskill. 


A full-time charge nurse will be 
on duty to assist the occupants with 
special health needs. Mrs. Iva Irene 
Wilson of Dallas will serve as di- 
rector of the project's infirmary. 


Mr. McCaskill reports that Autumn 
Leaves holds the first proprietary 
commitment of this kind in the 
history of the regional office of the 
FHA, and commended FHA Di- 
rector Ellis Charles and his staff for 
their splendid cooperation in work- 
ing out the many problems involved 
in the program. 


Has worked in field 


Sam E. McCaskill has worked in 
the field of aging for many years. He 
has served as president of the Texas 


Nursing Home Association and gov- 
erning council member and _ chair- 
man of the national accounting com- 
mittee of the American Nursing 
Home Association, with headquarters 
in Washington, D. C. He is a mem- 
ber of the Texas Governor’s Advisory 
Committee on Aging and was ap- 
pointed by Governor Price Daniel as 
a delegate to the White House Con- 
ference on Aging. 


During his years of working with 
the problems of the aging, he has 
addressed many groups throughout 
the nation. He is the founder of 
Wrenhaven Nursing Home in Dal- 
las, and Denton Manor, Inc., at 
Denton, Texas. 


Until the completion of Autumn 
Leaves, offices for this project are 
being maintained in the White 
Rock Professional Building which is 
near the location. 


Applications for Autumn Leaves 
are now being accepted by Autumn 
Leaves, Inc., 9102 Garland Road, 
Dallas, Texas. 








ADMINISTRATOR — 33. Degree Hos- 
pital Administration, experience as 
Asst. Hosp. Adm. Would like to enter 
Nursing Home field. Box 125, “Nurs- 
ing Homes.” 
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TENNESSEE PROCLAIMS ANNUAL 
NURSING HOME DAY 





Governor Buford Ellington (right) delivers an official proclamation 
designating Sunday, August 6, 1961, as Tennessee's first annual 
Nursing Home Day, as George T. Mustin, president of Tennessee 
Nursing Home Association, and Mrs. Bettie Davis, one of the 
association’s founders, look on. Nursing Homes throughout the 
state opened their doors with a special invitation for the occasion. 








JOIN IN OBSERVING _ 
TENNESSEES FIRST 


NURSING HOME DAY 


SUNDAY, AUGUST 6 8 


In front of the billboard shown above, left to right, are Mrs. Cora 
Dillard, president-elect of the Tennessee Nursing Home Association; 
Mrs. Blanche Delaney, state association treasurer; and Mrs. Mattie 
Williams, Nashville District president. The billboard was arranged 
through the courtesy of General Outdoor Advertising Co., Nashville, 
and was located near Capitol Hill in Nashville. 


Tennessee’s first official Nursing Home Day was 
observed Sunday, August 6, 1961, with nursing homes 
across the state issuing a special open house invitation 
to the public. 

Governor Buford Ellington issued a proclamation 
designating the day an annual occasion according to 
George T. Mustin, Memphis, president of the Tennessee 
Nursing Home Association. 

Mrs. Bettie Davis, Nashville, founding president 
of the Tennessee Association, joined Mustin in meeting 
with the Governor. 


Mustin said the day was set up with the following 
objectives in mind: to call attention to this growing 
field as an industry, to better acquaint people with the 
wide variety of services provided for the ill and aged, 
and to remind us that senior citizens residing in nursing 
homes would welcome a visit from fellow Tennesseans. 

Hundreds of people across the state turned out to 
visit nursing homes, according to Mustin. He pointed 
out that the aim of the nursing home today is to provide 
the best care for the patient, utilizing adequate, up-to- 
date, safe facilities and the latest in nursing services. 
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“By opening our homes to the public with a special 
invitation on Sunday, August 6 (Tennessee Nursing 
Home Day), we hope we have expanded understanding 
of the nursing home and the services it offers within 
our present day community,” remarked Mr. Mustin. 
The state-wide observance included: news releases to 
all daily and weekly newspapers; local proclamations 
from mayors and county judges; a 24-poster 12’ x 25’ 
outdoor sign in the capitol city; and other local 
observances. 

Dignitaries visiting various homes included mayors, 
judges, doctors, state and local health department officials. 


DR. W. T. SOWDER APPOINTED 


Dr. Wilson T. Sowder, longtime director of the 
Florida State Health Department, has been appointed 
by Surgeon General Luther L. Terry as Chief of the 
Public Health Service’s new Office on Aging, to 
coordinate the many health and medical activities in 
this field. 

The Office on Aging, to be located under the 
Chief of the Bureau of State Services, will develop 
solicies, give consultation and guidance, and help 
in the existing efforts of the Service in the broad field 
of health of the aging. The new office will also co- 
ordinate the activities of the Bureau toward a more 
effective application by State and local health depart- 
ments of the research findings of the National Institutes 
of Health on diseases affecting the older-age population. 

Dr. Sowder, a career officer in the Public Health 
Service, has been State Health Officer for Florida 
since 1945. Dr. Terry noted that he has done an 
outstanding job in establishing and effectively main- 
taining health services for that State, especially in 
planning and implementing programs for the benefit of 
the aging population. 

Dr. Sowder assumed his duties in Washington on 
October 16, 1961. 


TRAINING CENTER ANNOUNCED 


Establishment of the Nation’s first rehabilitation- 
research-training center has been announced by Miss 
Mary E. Switzer, Director of the Office of Vocational 
Rehabilitation. 

In announcing the $500,000 annual grant to New 
York University’s Institute of Physical Medicine and 
Rehabilitation, Miss Switzer said a $390,000 install- 
ment has already been granted which will cover the 
current academic year. 


The facilities of the Institute, under the direction of 
Dr. Howard A. Rusk, will be used for the research in 
rehabilitation and, simultaneously, the training of short- 
supply professional rehabilitation workers in a clinical 
atmosphere. 

A limited number of such centers will be estab- 
lished at universities that have medical schools with 
comprehensive teaching and research programs in 
physical medicine and rehabilitation, as well as _re- 
sources for research in other phases of rehabilitation 
and for training workers in various disciplines, includ- 
ing medicine. 

Commenting upon the initial grant, Miss Switzer 
termed it “a significant stride toward increasing our 
scientific knowledge, and training of professional workers 
so desperately needed to restore our handicapped 
people to independence and to relieve them, their 
families, and the public of the spectre of long-term 
dependency”. 








Nursing Home Services Featured at New York State Fair, State Fair Exhibit Chairman Mrs. 


ss 


Nancy A. Maxwell, R. N., of Moravia, N. Y., explains photographs showing actual nursing 
home facilities, to visitors at the New York State Nursing Home Association, Inc. booth at 
the New York State Fair, September 1-9, 1961, in Syracuse, N. Y. 


New York Association 
Exhibits at State Fair 


For the second year the New York 
State Nursing Home Association, 
Inc. maintained a booth at the New 
York State Fair, September 1-9, 1961, 
in Syracuse, N. Y. 


Located in the Harriet May Mills 
Women’s Building, the display was 
part of the “Hall of Health”, on the 
Lower Level of the building. 


The theme for this year’s exhibit 
was “Total Nursing Care with Ten- 
der Feeling”, according to Mrs. 
Nancy A. Maxwell, Moravia, N.Y., 


exhibit chairman. 


The main part of the exhibit con- 
sisted of an artistic panel of photo- 
graphs showing actual nursing home 
facilities throughout the state. Pic- 
tures were classified into the follow- 
ing categories: Physical Therapy, 
Recreational Therapy, Occupational 
Therapy, Entertainment, Food Ser- 
vice, Special Treatments, Nursing 
Care, and Medical Services. Member 
nursing homes from all districts in 
the state contributed the photographs. 


Another section of the booth con- 
tained a miniature of a model nurs- 
ing home room and a table of handi- 
craft samples made by New York. 
State patients. A special poster show- 
ing “A Patient’s Sixteen Command- 
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ments,” written by Mary Pursall, a 
nursing home patient in Buffalo, 
was also on display. 

Manning the booth were repre- 
sentatives from the various districts. 
Each district was assigned a special 
day. This annual exhibit is an im- 
portant public relations project of 
the New York State Nursing Home 
Association, Inc. 


Executive Says Untapped 
Market For Builders Is 
Senior Citizen Housing 


Housing for senior citizens, or 
retirement housing, offers the U. S. 
building industry “one of its largest 
present and potential markets . 
yet the surface has hardly been 
scratched,” according to a leading 
building executive. J. M. Powell, Jr., 
Vice president — real estate develop- 
ment of Crawford Corporation, 
Baton Rouge, La., a leading housing 
manufacturer declared that American 
builders generally recognize the sen- 
ior citizen market and cited several 
highly successful retirement develop- 
ments in Arizona, California, and 
New York state. 

“Despite this fact, the surface has 
hardly been scratched,” Powell told 


the recently held Conference on 
Retirement Housing in referring to 
the vast number of U. S. oldsters 
who are seeking retirement housing. 


Today, there are between 16.5 
and 18 million U. S. citizens 65 
and over, Powell said. Only five 
years ago, in 1956, there were about 
14.5. The senior citizen population 
is growing at the rate of one-half 
million each year, and their esti- 
mated annual income is $30 billion, 


he added. 


“We know more people are reach- 
ing retirement age in good healthy 
condition than ever before,” Powell 
told the meeting in Washington, 
D. C., sponsored by the National 
Association of Home Builders. “We 
know, as a society, an obligation 
rests with people like ourselves who 
are here to provide the atmosphere 
and facilities on a proper economic 
basis so that our senior citizens can 
enjoy active retirement years. We 
should welcome the opportunities to 
serve this need.” 

The nation’s senior citizens, Powell 
said, seek the following in selecting 
home sites: new and warmer cli- 
mates, although some favor “their 
own backyard”; cultural and _ recre- 
ational facilities; and both single 
family houses and apartments. 


Powell’s organization, a _pioneer- 
ing company in developing housing 
for senior citizens, offers a complete 
program available to builders, con- 
tractors, private developers and non- 
profit organizations. Crawford con- 
ducts market surveys, locates sites, 
negotiates for land, furnishes plans 
and designs, supplies capital for land 
acquisition and development, handles 
construction, mortgage loans, and all 
administration and accounting, in- 
cluding loan processing and _paper- 
work, 





Smog Hazard: Survey by Los 
Angeles County Medical Ass’n., 
showed that 77 per cent of the 
county’s physicians believe that smog 
is detrimental to health. In recent 
years, MD’s have advised some 
10,000 persons to leave the Los 
Angeles area because of the smog, 
and nearly one-third of the 350 
doctors participating in the survey 
said they have considered moving 
because of the hazard. 
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Read 


Food specialists who have volunteered 

their services to A.N.H.A. Left to right: e 
Mrs. Mayme G. Kirkland, BS, MS, Chief 

Dietitian, Arkansas State Hospital; Mrs. 

Mescal Johnston, BS, MS, Food Market- 

ing Specialist, University of Arkansas 

Agricultural Extension Service; and Mrs. d e 
Katherine Wilson, Nutrition Consultant, 

Nursing Home Division, Arkansas De- 


partment of Public Welfare. 





Consumers can expect to find all ingredients of a can or package of food 
listed on the label in order of predominance. These statements are required by 
law, and they must be +truthful. Other information wanted by consumers is 
printed on food packages, and it must be more than truthful. Even if labels 
tell the truth, they can still be misleading, says Creo Jones, Director of the 
Food and Drug Division, State Department of Health. 


SIZE OF PRINT 

Labels can be both truthful and misleading when important facts are easily 
overlooked because they are listed in small size print. As an example, most of 
us have been disappointed when we opened a can of early June peas to find 
we had overlooked the tiny print “canned from dry stock.” Processors who use 
such labels are being required to reprint these labels listing “early June peas” 
and “canned from dry stock” in the same size print. 

Labels on syrup are another problem with which the Food and Drug Division 
is concerned. These are misleading when the words “sorghum flavored syrup” 
are shown with large type used for “sorghum syrup” and small type used for 
the key word “flavored.” Even worse is the untruthful sorghum flavored syrup 
label which claims “sorghum molasses” as the content of the jar. 


DIET BREAD? 

Special formula bread and cakes are watched closely for misleading names, 
pictures and statements of content. The words “enriched white bread” are con- 
sidered proper labeling on most white breads. Bread formulas may be varied 
slightly, but not enough to alter the calorie content to a large degree; so, the 
Food and Drug Division does not accept the use of the relative term “low 
calorie” on breads. This is not meant to infer that breads are high calorie foods — 
as they are not nearly so high in calories as a similar weight of some other 
foods. “No sugar added” is not accepted as a truthful statement when listed 
ingredients (in tiny print) include honey, dried honey, or other forms of sugar. 


PICTURE PRETTY 


Labels on both bread and skim milk have at different times been changed 
at the request of the Food and Drug Division because of misleading art work. 
Art work may give the buyer the impression that eating this bread or drinking 
this milk will bring about the return of one’s school girl figure. This is misleading 
— not because bread and milk are excessively high calorie foods — but because 
losing weight requires more than simply a change to a certain type of food. 

In the same way that art work may be misleading so can names of 
products. Most of us yearn to be properly described as “slim” or “trim” so 
these words are considered poor choices for names of foods. 
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Sample Menus . . . 


(For Those Not Requiring Special Diet) 

Ask a person about his nursing home and he will likely tell 
you about the food. Feod that tastes good goes a long way toward 
keeping nursing home residents happy. Food that meets the daily 
nutritional needs of the residents goes even further toward 
keeping them well. 

For some, good planning and preparation of the normal diet is 
enough; others need special diets; those who can take normal diets 
but have trouble chewing need to have some foods ground or 
chopped. 

A diet that satisfies the wants of the people in your home 
might not satisfy their needs. Check yourself each day to see that 
you are providing for each patient, (1) at least a pint of milk as 
a beverage or in cream soups, custards, or d foods; (2) two 





or more servings (two or three ounce size) of high quality protein; 
(3) four or more half-cup servings of vegetables or fruits, (include 
in this group a. good source of Vitamin C each day and a green or 
yellow vegetable every other day); (4) four or more servings of en- 
riched bread or cereal. Other foods should be included as needed to 
complete meals and provide needed food energy. Except in specific 
instances, no bread or beverage (other than milk) has been listed 


in menus below: 





Breakfast 4 


Blended Citrus Juice 

Cream of Wheat Cooked in Milk 
Grilled Ham Slices 

Hot Whole Wheat Muffins 

Butter — Apple Jelly 


Corned Beef, Cabbage, 
Potato and Carrot Bake 
Assorted Fruit Salad 

Hot Corn Muffins — Butter 
Sliced Pound Cake 

Ice Cream 


Lunch or supper 


Cream of Tomato Soup — Saltines 


5 


Half Broiled Grapefruit 
Rice Chex with Milk 
French Toast — Bacon 
Maple Syrup or Honey 


Baked Loin Pork Roast 

with Apple Ring 

Baked Sweet Potato Casserole 
French Cut Green Beans 


Tossed Salad — French Dressing 
Hot Rolls 
Coconut Cake — Ice Cream 


Spanish Rice with Dried 


6 


Sliced Banana with 

Cold Cereal and Milk 

Soft Cooked Eggs — Bacon 
Toast — Butter — Apple Jelly 


Baked Meat Loaf with 
Vegetable Sauce 

Baked Potato — Butter 

Seasoned Mixed Vegetables 
Cherry Cobbler Ala Mode — Milk 


Grilled Ham-Cheese Sandwich 





Dinner Hamburger Pattie on Bun Chopped Beef Steamed Buttered Ckra 
Canned Peaches — Cream Whole Wheat Toast — Butter Molded Fruit Salad 
Plain Cookies Seasoned Spinach Hot Chocolate with Marshmallows 
Peach and Cottage Cheese Salad Vanilla Cookies 
Jello Cubes — Cup Cake 
13 
Breakfast 12 


Tomato Juice with Lemon 

Juice Added 

Cheese Omelet 

Whole Wheat Toast 

Butter — Jelly or Honey 
Lunch or supper Hot Ham Slice 
Baked Sweet Potato Casserole 
Steamed Seasoned Chopped Greens 
Bread Pudding with 
Caramel Sauce 


Chipped Beef on Toast with 
Hard Cooked Egg 


Fresh Orange Sections 
Hot Oatmeal with Milk 
Soft Cooked Egg — Bacon 
Toast — Butter — Jelly 


400° F. Oven Baked Fryer — 
Cream Gravy — Whipped Potatoes 
Buttered Broccoli Spears : 
Tossed Salad — 1000 Island Dressing 
Jellied Strawberry Shortcake 


Spaghetti with American 
Beef Sauce 


Chilled Grapefruit Juice 

Corn Flakes with Milk 

Poached Egg — Whole Wheat Toast 
Butter — Jelly 


Chicken Ala King on Steamed Rice 
Buttered Green Beans 

Shredded Carrot and 

Pineapple Salad with Honey 
Sliced Peaches — Ice Cream 


Beef Biscuit Roll with Gravy* 
Steamed Seasoned Green 





Dinner Buttered Green Beans Seasoned Buttered Spinach Lima Beans 
Diced Pear Salad Baked Apple with Cream Pineapple Sherbet 
Oatmeal Cookies — Milk Sugar Cookies 
18 20 
Breakfast 19 


Chilled Tomato Juice 
Corn Flakes with Milk 
Golden Pancakes with 
Syrup or Honey 


Beef Sweet Breads Ala King 
on Toast 

Hot Buttered Noodles 
Seasoned Cut Green Beans 
Carrot/Pineapple Salad — 
Honey Mayonnaise 

Sponge Cake — Lemon Sauce 


Lunch or supper 


Frozen Fresh Sliced Peaches — Cream 
Jelly Omelet 

Bacon — Whole wheat Toast 

Butter — Honey — Jelly 


Broiled Sirloin Steak with 
Mushroom Sauce 

Snowflake Potatoes 

Lemon Buttered Broccoli Spears 
Caraway Seed Bread 

Peach Half/Ice Cream 


Grilled Cheeseburger 


Diced Grapefruit Sections 

Hot Malt O’ Meal Cereal/Milk 
Soft Cooked Egg 

Grilled Ham Slice 

Toast — Butter — Syrup 


Italian Lamb Stew with Spaghetti 
Frozen Steamed Seasoned 

Mixed Vegetables 
Banana-Orange-Cherry Salad 

with Fruit Dressing 

Cottage Pudding with Almond Sauce 


Egg and Rice Croquettes 





° Okra and Tomato Soup — Croutons Baked Potato — Butter 
Dinner Toasted Cheese Finger Sandwich Seasoned Spinach Beet jae Seek with 
Diced Pear Salad — Honey Lime Sherbet Honey Butter 
Mayonnaise ; Oatmeal Cookies — Milk Tapioca Pudding with 
Chocolate Meringue Pie Meringue Topping 
Breakfast 


Pineapple Juice 
Special K with Milk 
Crisp Bacon 
Toasted Sweet Roils 
Hot Chocolate 
Lunch or supper Chopped Roast Beef — Natural Gravy 
Oven Browned Potato Cubes 
Seasoned Green Beans 
Peach Cobbler 
Ice Cream 


Chilled V-8 Juice 
Finger Cheese Slices 


Dinner Toasted Crackers 
Chopped Beef Finger Sandwiches 
Mixed Fruit Compote 
Oatmeal Cookies 
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Chilled Orange Juice 

Cream of Wheat and Grapenuts 
Three-Minute Eggs 

Toast — Butter — Jelly 


Baked Veal Cutlets — Veg. Sauce 
Au Gratin Potatoes 

Froz. Seasoned Greens & Roots 
Hot Corn Muffins 

Cottage Pudding with 

Almond Sauce 


Cream of Celery Soup — Saltines 
Beef Cubes — Noodles — 

Tomato Casserole 

Molded Fruit Cocktail Salad 

Spice Cake — Marshmallow Topping 


One-Half Grapefruit 

Hot Hominy Grits — Butter 
Soft Scrambled Egg 
Buttered Toast — Jelly 


Grilled Canadian Bacon 

With Spanish Rice 

Asparagus Au Gratin 

Chef Salad — French Dressing 
Baked Apple with Whipped Cream 


Cream of Pea Soup — Saltines 
Grilled Hamburger on Open Roll 
Waldorf Salad 

Floating Island 


NOVEMBER, 1961, NURSING HOMES 


ao 


= 


Pe ane 


smn aS 


nAzSwn WMO wea 


—— 


SS ee 


for a Month 





e .) s 
1 2 3 
Grapefruit Sections Stewed Seeded Prunes with Cream Fresh Orange Juice 
B kf + Bacon Omelet Corn Flakes with Milk Hot Oatmeal with Milk 
reaxras Hot Biscuits — Butter Bacon — Buttered Toast Poached Egg on Dry Toast 
Honey — Syrup Grape Jelly 
Baked Lamb Stew with Baked Liver Loaf with Veg. Sauce Tuna-Cheese Casserole 
Vegetables Steamed Potatoes in Jacket — Butter Frozen Broccoli with Lemon Butter 


Lunch or supper 


Dinner 


(Carrots, Potatoes, 
Celery and Tomatoes) 
Congealed Salad 
Fruit Cobbler 


Grilled Ham-Cheese Sandwiches 
Buttered Asparagus 

Shredded Carrot & Pineapple Salad 
Sliced Banana with Cream & Sugar 


Buttered Steamed Okra 
Waldorf Salad 
Pineapple Upside Down Cake 


Oven Browned Fryer 

Hot Hominy Grits with Butter 
Seasoned Blue Lake Green Beans 
Baked Apple with Whipped Cream 


Lettuce — Tomato Salad with 100 
Island Dressing 

Banana Pudding with 

Vanilla Wafers 


Toast Open-Faced Meat Sandwich 
Steamed Okra & Tomatoes Seasoned 
Cottage Cheese & Jello Salad 

Hot Chocolate with 

Oatmeal Cookies 





7 


Chilled Peach Halves 
Scrambled Eggs — Bacon 
Hot Biscuits — Butter 
Honey or Jelly 


Baked Pork Chops in 
Mushroom Gravy 

Steamed Buttered Rice 

Citrus Fruit Salad 

Angel Cake — Lemon Custard 
Topping 


Macaroni and Cheese 
Seasoned Mixed Greens 
Raisin Bran Muffin 
Vanilla Milk Shake 


Grape Juice 

Cream of Wheat Cooked 
in Milk 

Poached Egg on Toast 
Crisp Bacon 


Franks in Tomato Sauce 

Oven Browned Potatoes 

Buttered Carrots 

Jellied Pear — Cottage Cheese 
Baked Apple in Cinnamon Sauce 


Chicken Gumbo Soup 
Croutons 
Assorted Meat and ag Plate 
—_ Cobbler Ala Mod 
i 


9 


Sugar Coated Grapefruit Sections 
Hot Farina — Milk 

Crisp Bacon 

Toast — Butter 


Braised Beef Short Ribs 
Franconia Potatoes 

Finely Chopped Coleslaw — 
with Honey-Ginger Dressing 
Lemon Ice Box Pie 


Vegetable-Beef Soup 
Toasted Crackers 
Buttered Asparagus 
Grapenut Pudding 


10 


Blended Fruit Juices 
Special K with Milk 

Ham or Bacon Slices 
Whole Wheat Toast — Butter 
Jelly 


Baked Tuna-Macaroni-Cheese 
Casserole 

Steamed Mixed Vegetables 
Fruit Jello Salad 

Ice Cream — Cookies 


Hot Cereal Cooked in Milk 
with Crushed Pineapple 
Bran Muffins 

Hot Chocolate with 
Marshmallows 





14 


Stewed Prunes with Cream 
Wheat Chex with Milk 
Bacon — Jelly 

Buttered Cinnamon Toast 


Baked Liver-Sausage Loaf — 
Tomato Sauce 

Parsleyed Buttered Potatoes 
Fresh Peach Shortcake with 
Whipped Cream 


Savory Potato Soup* 

Toasted Saltines 

Cream Cheese Finger Sandwiches 
Fresh Fruit Cup 

Oatmeal Cookies 


15 


Sliced Banana in Corn 
Flakes with Milk 
French Toast — Bacon 
Cherry Jelly 


Pot Roast of Beef — Brown Gravy 
Duchess Potatoes 

Steamed Buttered Whole Pod Okra 
Tomato Aspic Salad 

Deep Dish Apple Pie — 

Hard Crumb Sauce 


Cream of Celery Soup — Saltines 
Ground Meat Sandwich 

Fruit Compote 

Brownie Square — Milk 


16 


Chilled Apple Juice 
Blueberry Waffle 

Butter — Syrup or Honey 
Crisp Bacon 


Broiled Veal Cutlet in Tomato Sauce 
Baked Potato 

Seasoned Kale Greens 

Sliced Peach Salad 

Egg Custard Pie 


Cheese and Rice Casserole* 
Seasoned Chopped Spinach 
Apricot Whip 


17 


Fresh Orange Juice 

Hot Cream of Wheat with Milk 
Poached Egg 

Toast — Butter — Jelly 


Baked Salmon Custard 
Steamed Seasoned Green 
Baby Lima Beans 
Raspberry Sherbet 
Chocolate Cup Cake 


Oyster Stew — Saltines 
Chopped Meat & Egg Sandwich 
Orange Jello 

Fruited Punch 





21 


Frozen Fresh Peaches in Cream 
Hot Farina — Milk 

Whole Wheat Toast 

Butter — Jelly 


Round Roast Beef/Natural Gravy 
Steamed Rice 

Harvard Beets 

Blueberry Cobbler Ala Mode 
Fruit Punc 


Beef Stroganoff on Egg Noodles 
Glazed Carrot Slices 

Fresh Fruit Cup 

Egg Custard Ice Cream 

Milk 


22 


Blended Citrus Juices 
Frosted Rice Krispies — Milk 
French Toast 

Syrup or Honey 


Ham Loaf with Sauteed 
Pineapple Slice 

Baked Cream Corn Pudding 
Steamed Seasoned Green Cabbage 
Fresh Peach Shortcake — 
Whipped Cream 


Grilled Open-Face Ham 
and Egg Sandwich 
Oven Browned Potatoes 
Steamed Buttered Okra 
Fresh Fruit Salad 
Choc. Milk — Cookies 


23 


Fresh Fruit Juice Punch 

Hot Rice Cooked in Milk 
Bacon — Buttered Cinnamon 
Toast with Apple Jelly 


Roast Turkey — Celery — Mushroom 
Dressing — Gravy 

Cranberry Sauce 

Candied Sweet Potatoes 

French Style Green Beans 

Peach Half/Cottage Cheese and 
Hot Biscuits — Butter 

Mincemeat Crunch Pie — Mints 


Cream of Turkey and 

Vegetable Soup 

Toasted Crackers — Cheese Slices 
Molded Mixed Fruit Square 
Angel Food Sponge Cake 


24 


Stewed Prunes — Cream 
Bacon Omelet 

Whole Wheat Toast 
Butter — Syrup 


Baked Ocean Perch/Tartar Sauce 
Parsleyed Buttered Potatoes 
Seasoned Turnips and Greens 
Molded Spiced Fruit Salad 

Hot Corn Sticks — Butter 
Orange Chiffon Cake 


Baked Macaroni and Cheese 
Grilled Ham Slice 

Shredded Carrot and Diced 
Pear Salad — Honey Mayonnaise 
Lime Sherbet 





28 


Chilled Orange and 
Grapefruit Sections 
Ralstons — Milk 

Pancakes — Butter — Syrup 


Shepherd’s Pie— 

Mashed Potato Topping 
Tomato Aspic Salad 

Citrus Fruit Cup — Jelly Roll 


Braised Liver — Gravy 
Mashed Potatoes 
Harvard Beets 

Frozen Fresh Peaches 
Ice Cream 
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29 


Chilled Citrus Fruit Juices 
Hot Cream of Wheat — Milk 
Soft Cooked Eggs 

Toast — Butter Jelly 


Roast Leg of Lamb with 

Chuck Wagon Sauce 

Oven Browned Potato Cubes 
Seasoned Fresh Green Beans 
Molded Orange & Cherry Salad 
Hot Rolls — Butter 

Marble Ice Cream 


Welsh Rarebit on Toast 
Molded Fruit Medley Salad 
Chocolate Chip Sponge Cake 


30 


Stewed Rhubarb 
Cheese Omelet 
Crisp Bagon 
Whole Wheat Toast 
Butter Grape Jelly 


Baked Ham Loaf with Cream Sauce 
Buttered Diced Carrots 

Sweet Potato and Apple 
Casserole 

Pumpkin Dream Pie 


Seafood Casserole 

Steamed Buttered Rice 
Seasoned Chopped Broccoli 
Individual Baked Egg Custard 
udding 


31 


* See Enclosed Recipes For: 


Beef Biscuit Roll 


Cheese and Rice Casserole 
Cream of Potato Soup 
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Recipes for Sample Monthly Menus 


CREAM OF POTATO SOUP 
(25 Servings) 


1% Cups celery, diced 

1 Y2 Cups onion, chopped 

3 % Quarts water 

2 % Cups potatoes, diced 

2 Tablespoons salt 

1% Quarts chicken broth 

1 Ye Quarts milk 

1 % Cups all-purpose flour, sifted 
1 Ye Cups milk 

1 % Ounces parsley, chopped 


Boil celery and onion in water for 15 minutes. Add potatoes and 
salt. Cook until potatoes are tender (about 15 minutes). Stir in the 
chicken broth and milk. Heat. Mix flour and milk and beat until smooth. 
Stir into the hot mixture. Continue cooking gently until slightly thickened. 
Add parsley and serve hot. 


CHEESE AND RICE CASSEROLE 
(25 Servings) 


5 Ounces (1 cup) canned mushrooms, stems and pieces 

1/3 Cup onions, chopped 

1/3 Cup butter or margarine 

2 % Cups grated cheese 

2 3/4 Cups uncooked rice 

Y% Cup chopped parsley 

2 Tablespoons salt 

Y% Teaspoon pepper 

1 Tablespoon meat extract 

2 Quarts water and mushroom liquid, boiling 

Drain mushrooms; save liquid. Saute mushrooms and onion in the 

fat until lightly browned. Add cheese, rice and parsley. Mix thoroughly. 
Place mixture in baking pans (162 by 10% by 2% inches), about 2 
pounds 11 ounces or 1 quart 22 cups per pan. Add salt, pepper and 
meat extract to the water and mushroom liquid. Pour the liquid over 
the rice mixture, 2 quarts per pan. Cover and bake at 375° F. (moderate) 
for 45 minutes to 1 hour, or until rice is done. 





GOOD BUYS* 
POULTRY — Turkeys, fryers, stewing hens. 


PORK — Hams and picnics, fresh roasts and 
steaks, sausage, end-cut pork chops. 


BEEF — Ground meat, chuck, some steaks, stew. 
LAMB — Leg and shoulder roast. 


OTHERS — Eggs; lunch meats, liver, franks; tuna, 
frozen and canned fish and_ seafoods; 
shredded coconut, cake mixes. 


VEGETABLES — Irish and sweet potatoes, collards, 
turnips and tops, cabbage, corn, field peas, 
celery, squash, onions, carrots; dried peas, 
beans and rice. 


FRUITS — Bananas, apples, grapes, pears, prune 
plums; raisins; canned peaches; canned and 
frozen juices. 

* In plentiful supply and at prices attractive 

to food shoppers. 
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BEEF BISCUIT ROLL 
(25 Servings) 


3 Y2 Ibs. (about 3 quarts) beef, cooked, chopped or ground 
2 Tablespoons onions, minced 

2 Tablespoons butter, margarine or drippings 

2 V2 Cups thick cream sauce or brown gravy 

2 % Cups milk or meat stock 

6 Tablespoons fat 

Y% Cup plus 2 tablespoons flour 

Salt and pepper to taste 


Cook the onions with the fat; combine the meat, onions, and sauce 
and season to taste; heat the mixture. F 


BISCUITS 


2 V2 Quarts flour, all-purpose 

6 Tablespoons baking powder 

2 Teaspoons salt 

V2 Pound (1% cups) vegetable fat 
4to 4% Cups milk 


Mix and sift the dry ingredients. Rub in the fat; combine all with 
the milk, handling lightly; knead the dough on a lightly floured board for 
a few seconds until smooth. Divide the mixture into parts; roll into 
rectangles from 1/8 to % inch thick. Spread them with the meat 
mixture and roll up as for a jelly roll. Cut in slices about 3/4 inch thick, 
and place them in lightly greased pans. Bake in a hot oven (425° F.) 

Serve with 2 quarts tomato or mushroom sauce or brown gravy. 


PENNY WISE MENUS 


BRAISED PORK CHOPS 


Baked Sweet Potatoes Sweet-Sour Beans 
Head Lettuce Salad 
Hot Biscuits 
Apple Cream Pie 


Margarine 
Milk-Coffee 


HAM AND NOODLES 


Seasoned Collards Buttered Carrots 
Stuffed Peach Salad 
Bran Muffins Margarine 
Fresh Fruit Milk — Coffee 


SWEET-SOUR BEANS 


2 slices bacon 
1 small onion 
1 1 Ib. can green or wax beans 
2 tsps. sugar 
Y% cup vinegar 
Salt and pepper 
Cut bacon in pieces. Brown bacon and chopped onion lightly. Add 


liquid drained from beans and boil down to about a half cup. Add beans, 
sugar and vinegar; season to taste. Heat. Four servings. 


STUFFED PEACH SALAD 


Y% cup mayonnaise 
Y% cup raisins 
Y% cup chopped nuts 
1 No. 2Y%2 can peach halves 
Lettuce 
% cup grated sharp cheese 
Combine mayonnaise, raisins and nuts. Fill centers of drained peach 


halves with the mixture. Put in lettuce cups and sprinkle with cheese. 
Chill and serve. Six to eight servings. 
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How Hospitals and Nursing 


Homes Can Work Together 


By ROBERT MORRIS 


In recent years, the efficient pro- 
vision of adequate and comprehen- 
sive medical care has been compli- 
cated by a growing dependence up- 
on a variety of services and institu- 
tions which are not administered or 
directed by the medical profession. 
Nursing homes, both proprietary and 
nonprofit, have grown so rapidly in 
importance that they now constitute 
a major factor in planning health 
care, either as a resource or as an 
alternative to hospital care. 


During the past two decades, the 
number of nursing home beds has 
risen to more than 450,000 and now 
approximates the number of general 
hospital beds in the United States. 
This rapid growth has been accepted 
with some reluctance by the health 
serving professions which are rightly 
skeptical about the adequacy of care 
provided in institutions not under 
close medical or hospital supervision. 
However, this cannot obscure the 
fact that these institutions have be- 
come essential for the care of many 
sick persons in the United States, 
although they have not yet become 
an integral part of our system of 
medical organization. 


This situation is readily under- 
stood in light of the great pressures 
exerted upon our health services, 
namely: (1) increased demand for 
health and medical care of all kinds; 
(2) the improved ability of patients 
to pay for care through spread of pre- 
payment insurance; (3) the problem 
of the aged and the increase in long- 
term or chronic illnesses; (4) scien- 
tific advances in medicine; and (5) 
the shortages of manpower. One re- 
sult has been the search for new 


Robert Morris is associate professor 
of community organization, The 
Florence Heller Graduate School for 
Advanced Studies in Social Welfare, 
Brandeis University, Waltham, 
Mass. He initiated and is consultant 
to the large-scale study from which 
this report is drawn. 
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Nursing homes have reached such pro- 
portions that it is necessary to examine the 
feasibility of integrating them more fully 
with other health and medical care groups, 
the author states. Studies of 10 examples 
of close cooperation between nursing homes 
and community hospitals indicate that suc- 
cessful integration can be achieved with 
advantages to each institution. 


means to care for those patients not 
sufficiently sick or disabled to re- 
quire a hospital but too sick to return 
to their own homes. It is for this 
group of patients that nursing homes 
have become so important. 


Nursing homes have now reached 
such proportions in their growth that 
it is necessary to examine how they 
can be incorporated into the major 
stream of health and medical care 
profession. One possible approach 
is through close cooperation with 
general or community hospitals. This 
approach has many attractions, in 
theory at least, for the hospital. It 
offers some promise of relieving the 
pressure for more and more hospital 
beds, of smoothing the discharge of 
certain categories of patients and of 
assuring better continuity between 
the hospital and post-hospital phases 
of treatment. 


The feasibility of this approach 
was recently studied as one part of 
a larger inquiry into the coordination 
of health services for patients with 
long-term illnesses.* An examination 
was made of the relationships already 
developed between voluntary general 
hospitals and nonprofit institutions 
for long-term care. Ten cases of 
either close cooperation or integra- 
tion of services between hospitals 
and nursing homes were studied in 


- New York, Chicago, Philadelphia, 


St. Louis, Toronto, Cincinnati, Balti- 
more and Troy, N.Y. 


Programs were selected in which 
the current pattern of cooperation 
went well beyond the traditional 
methods of informal referral of pa- 
tients and exchange of information 
between the two institutions. In 
each case, there was some pooling of 


staff, facilities, or services between 
the two independent institutions. 

The eight general hospitals in the 
study each served the general com- 
munity on a nonsectarian basis, al- 
though seven of them were organized 
under Jewish community auspices. 
The 10 long-term institutions studied 
included seven homes for the aged 
or the chronically ill, each with ex- 
tensive comparable nursing provi- 
sions for chronically sick bed-patients. 
These institutions differed prima- 
rily in the age limitations fixed for 
admission and in the added services 
for ambulatory aged conducted by 
the homes for aged. They all pro- 
vided nursing care and minimum re- 
habilitation under some medical 
supervision. Three institutions were 
classified as chronic disease hospitals 
but were included in the study be- 
cause their patients and services were 
similar to those found in the seven 
nursing home type institutions. The 
chronic disease hospitals differed 
primarily in more extensive medical 
control and a higher rate of turn- 
over in bed occupancy. 

These 10 homes** share several 
characteristics with other non-profit 
and proprietary nursing homes: high 
proportion of patients over 65 years 
of age; a predominant majority of 
residents dependent upon some pub- 
lic or private assistance and unable 
to purchase private medical care; and 
service built upon nursing and cus- 
todial care under some medical super- 
vision. 

The conclusion about these non- 
profit homes may be applicable to 
many other types of nursing homes, 
including the proprietary ones. Al- 
though all of these nursing institu- 
tions are under Jewish community 
auspices, four of them serve the en- 
tire community under non-sectarian 
admission policies. 

Analysis of the relationship be- 
tween the hospitals and nursing 
homes studied indicates that there is 
no technical bar to close cooperation 
between a hospital and a nursing 
home. In fact, certain advantages 
accrue to each. These conclusions 





*This study was sponsored by the Council 
of Jewish Federations and Welfare Funds 
(project director, Franz Goldmann, M.D.) and 
supported by a grant from the U.S. Public 
Health Service, Division of Hospital and 
Medical Facilities. 


**The generic term “home” is used to de- 


note the three types of long-term institutions 
included in this study. 
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can be drawn: 

1. It is possible for a hospital and 
a nursing home to integrate profes- 
sional services without merger and 
without loss of basic autonomy. 

2. Substantial integration of phy- 
sicians and diagnostic services can 
be achieved. Joint selection or ap- 
pointment of key mec‘cal staff for 
the nursing home is a favored and 
effective practice. 

3. Other administrative and pro- 
fessional integration is limited. Suc- 
cessful examples in nursing and re- 
habilitation suggest that integration 
can be extended. 

4. Free movement of patients be- 
tween institutions has not yet been 
achieved. Hospitals generally admit 
home patients on a priority basis, 
although the number is small in any 
month. 

5. Substantial benefits have been 
derived by long-stay institutions in 
the form of upgrading internal serv- 
ices, ready access to hospital facilities 
and greater capacity to treat and care 
for chronically ill patients. 

6. Although direct benefits to co- 
operating hospitals have been min- 
imal, future benefits are anticipated 
in teaching, research and more rapid 
discharge of chronically ill patients. 

7. Participating homes and _hos- 
pitals are generally satisfied with 
their experiments. 


Integrating Physicians’ Services .. 


In 9 of the 10 cases studied, in- 
tegration of physicians’ services was 
found to be the most advanced of 
all professional relationships. The 
form and intensity of integration 
varied, but a major characteristic 
was the assumption of responsibility 
for the medical program at a home or 
chronic disease institution by the 
medical staff of the cooperating hos- 
pital. 


This responsibility was usually dis- 
charged through the joint selection 
of a medical director for the long- 
term institution, provision for con- 
sulting and attending staffs and ar- 
rangements for x-ray and clinical 
laboratory services. These arrange- 
ments constituted a major change for 
the homes that had previously relied 
for medical guidance upon the vol- 
unteer time of physicians who did 
not necessarily have any responsi- 
bility to a major medical institution. 
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Today, medical leadership in these 
homes is compensated for its time 
and is responsible organizationally 
to a major hospital. 

In 7 out of the 10 cases, the medi- 
cal director of the home is recom- 
mended by the medical staff of the 
hospital and is appointed by the 
home, which pays his salary directly. 
These physicians have previously 
held prominent positions on the 
medical staff of the hospital and 
have shown unusual interest in care 
of the chronically ill. The procedure 
for nomination usually takes place 
quite informally through exchange 
of views between the directors and 
leadership of the two institutions. In 
only one case is it formalized by 
discussion and action by the hospital 
board of trustees. 

The medical director is fully re- 
sponsible for the home medical serv- 
ice and for the supervision of other 
physicians, nurses and related staff. 
He sets standards of practice and is 
responsible for direct medical care 
to patients who do not have their 
own physicians. 

When the medical director of the 
home is a senior physician with long 
years of practice, he seldom carries 
major responsibility for treatment. 
Instead, this is delegated to a young- 
er physician who receives part-time 
compensation for his services. 

In three cases studied, the medical 
director is required to report regular- 
ly to the medical staff of the hospital 
that nominated him. More often, 
the medical directors of the homes 
are free of hospital control in the 
exercise of professional judgement. 
Communication with hospital ad- 
ministration is usually at their initia- 
tive. They continue, however, as 
part of the hospital’s basic medical 
organization and as members of the 
attending staffs. They are, therefore, 
involved in a complex of associations 
which lead to a widening network 
of integration. 


Access to Consultants 


The clearest example of informal 
widening cooperation is the use of 
consultants who are drawn from 
the base hospital through the initia- 
tive of the medical director. In two 
cases in the study, the chiefs of 
major hospital medical services a- 
greed to assign their staffs to rotating 
panels with responsibility for con- 


sultation and for patients who did 
not have their own physicians. 


These panels are responsible to 
both their hospital department heads 
and to the medical director at the 
home. The panel members are ex- 
pected to make rounds at regular 
intervals, usually once a week. In 
other examples of integrated serv- 
ices, panels are selected by the home 
medical director and visit the institu- 
tion for special purposes upon the 
request or invitation of the medical 
director. 

In four instances, the hospital 
medical organization also has rec- 
ommended specialists (surgeon, psy- 
chiatrist, roentgenologist, etc.) whom 
the home has retained on a consult- 
ing basis. In the characteristic situa- 
tion, these retained specialists visit 
the home once or twice a week. 

In the majority of the institutions, 
under study, consultants contributed 
their time as a community service, 
or as a partial fulfillment of their 
obligation to the hospital to give 
time to ward and outpatient care. 
In four cases, the home reimbursed 
the consultants for each visit, or 
gave them an annual retainer. 

Four hospitals in the study em- 
ploy and assign resident physicians 
to the homes. These physicians 
serve between two and four months 
under the supervision of their hos- 
pital department chiefs and the medi- 
cal director of the home. These as- 
signments are not yet approved as 
teaching residencies, but the home 
medical staff is responsible for teach- 
ing rounds and conferences on chron- 
ic diseases. In three of these cases, 
the home pays the hospital for the 
assigned time of a resident physician. 

The rotation of hospital resident 
physicians has proven more compli- 
cating than expected. The homes are 
not accredited for residency training, 
and the medical staffs of hospitals 
seldom consider the homes’ patients 
as appropriate for teaching purposes. 
The limited number of medical and 
surgical residents in hospitals also 
is a factor sharpening the competi- 
tion for physician services. 

These obstacles have been ap- 
proached in several ways. In one, a 
premium salary is offered; in others, 
the medical director has been able 
to develop sufficiently stimulating 


(Continued on Page 19) 
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— KERR-MILLS SUCCESS 


Speech of Hon. THOMAS B. CURTIS, of Missouri 
In the House of Representatives 
Thursday, September 14, 1961 


Mr. Curtié of Missouri. Mr. Speaker, the new Kerr-Mills law has gained 
wide acceptance by the States despite the total absence of leadership by the 
Department of HEW to encourage the States to implement.ithe program. In an 
effort to minimize the progress of States in implementing the Kerr-Mills pro- 
gram, proponents of the social security approach have omitted mention of at 
least one important aspect of the new legislation. 


The Kerr-Mills law has two facets — not one. Not only does it provide 
Federal funds to those States willing to establish medical programs for those 
aged persons who can afford all normal living expenses except their medical 
costs, but it also provides matching furids to States willing to improve the scope 
of medical benefits for aged persons who are on the States’ public assistance 
rolls. It is this latter feature of the Kerr-Mills law which administration spokesmen 
fail even to acknowledge when. they speak publicly. Actually, by the end of 
August 1961, 24 States have acted to improve the health aspects of their 
old-age assistance programs, 


_In addition to these 24 State program improvements, in 27 States and terri- 
tories programs are in effect now or are scheduled to take effect in the next several 
months for the near needy — those persons who can take care of all of their 
living expenses with the exception of medical costs. Authorizing legislation is 
in process in another eight States. Thus far the net increase in expenditures in 
these two types of State programs totals $144,276,616 on an annual rate, all 
of which has been brought about under the terms of the Kerr-Mills law. 


The chart on the next page illustrates the magnitude of the Kerr-Mills law's 
success. The last column indicates the net increases in expenditures, but even 
this is not complete because it does not include and cannot include programs 
which have been put in effect in the last 30 to 60 days or are scheduled to take 
effect in the next several months. By February or March of 1962 the annual net 
increase will be in the neighborhood of $300 million. It is important to put this 
entire matter in the proper context to correct misunderstandings about this 
valuable program. This information should help to scotch the propaganda of 
the traveling show of any special congressional committees which plan to tour 
the United States following the adjournment of Congress and before the first of 
the year in order to beat the drums for the King-Anderson bill and play down 
the increasingly important roll of Kerr-Mills. 


(Turn page for chart) 
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OAA recipients eligible for Expenditures for OAA recipients’ 
States aah beni Annual dit MAA Net increase via 
ual expenditures program e 
and status Kerr-Mills Act 
June 1960 June 1961 At June 1960 Current or ap- 
rate propriated rate 
labama. 90, 881 98, 937 $7, 332 904 | Effective January 1962...............- 811, 920 
laska. 1, 420 1, 437 oe EN sat 0 
me. ein Be 608 4, 400, 040 5, 113, 482 Effective Sept. 1, 1961 4 
r ‘ lective » da Betndsbanndsncnenalinn 12 
California. 253, 987 225, 071 28, 988, 448 40, 332, 864 | Effective Jan. ft) Meidksncaasbucatanion wee 416 
Colorado 51, 270 50, 865 9, 690, 182 9, 464, 520 255, 612 
Connecticut...... 13, 871 14, 433 3, 150, 600 2, 996, 820 | Effective Apr. 15, 1962................. 153, 780 
Delaware. 1, 205 1, 293 0 () 
District of Columbia. 3, 045 3, 098 310, 788 346, 140 35, 352 
Florida. 70, 100 69, 519 5, 674, 764 10, 416, 672 |.. 4,741, 908 
Feorgia. 95, 325 96, 459 0 Program starts Jan. 1, 1962. 
Guam 99 69 0 1961 
Hawaii 1, 439 1, 428 130, 080 140, 088 | Effective July 1, 1961. ................. 10, 008 
Idaho. 7, 253 7, 307 734, 832 2, 261, 088 | Effective July 1, 1961.................- 1, 526, 256 
Tinois. 70, 259 73, 28 26, 498, 832 28, 838, 256 | Effective August 1, 1061............... 330, 424 
Indiana 26, 187 27, 502 6, 331, 536 6, 757, 536 426, 000 
Towa. 33, 480 34, 255 3, 073, 584 10, 409, 544 7, 335, 960 
‘ansas. 27, 831 28, 404 4, 120, 500 4, 451, 760 2 331, 260 
Kentucky 55, 727 56, 116 0 254, 112 | $19,188. ‘ 278, 300 
isi: 126, 040 125, 005 3, 080, 520 4,993, 980 | Effective Oct. 1, 1961.................. 1, 913, 460 
or 11, 072 11, 715 1, 968, 120 2,700, 144 | Effective July 1, 1961.........--------- 822, 024 
Maryland 9, 615 9, 414 500, 688 721, 128 | $319,896. 450, 336 
h 62, 766 78, 646 42, 946, 002 12, 280, 812 | $37,846,884 7, 181, 604 
ichigan 56, 404 61, 183 5, 063, 292 8, 841, 168 | $15,452,880 19, 230, 756 
Minnesota. 45, 627 46, 743 20, 410, 896 23, 125, 236 “2, 714, 340 
issi 81, 132 79, 863 0 979, 200 979, 200 
ssouri 118, 361 116, 714 667, 464 2, 674, 308 2, 006, 844 
t 6, 484 6, 881 27, 780 41, 544 18, 764 
Nebraska... 14,377 14, 910 4, 272, 888 4, 647, 000 374, 112 
‘evada 2, 585 2, 600 186, 912 218, 856 31, 044 
New Hampshire... 4, 834 4, 846 974, 040 1,000, 524 | Effective Oct. 1, 1961.................- 26, 484 
New Jersey... 10, 952 18, 911 7, 887, 060 8, 533, 680 | Legislation pending..................- 646, 
New Mexico. 11, 061 10, 823 1, 110, 528 1, 414, 680 | Appropriation needed 304, 152 
New York.. 61, 207 82, 209 34, 983, 720 18, 687, 260 | $51,495,312. 30, 198, 852 
th C 4 47, 593 48, 349 858, 684 1, 302, 144 443,460 
North Dakota... 7,075 7, 239 2, 622, 984 3, 279, 252 | Effective July 1, 1961............-.-... 656, 268 
“y 80, 814 89, 299 11, 656, 632 13, 669, 380 2,012, 648 
Oklahoma... 88, 161 89, 491 12, 778, 416 12, 673, 206 | $587,412. _ 482, 202 
n 16, 469 16, 916 4, 824, 306 6, 234, 444 | Effective Nov. 1, 1961.-............... 1, 410, 048 
Pennsylvania. . 49, 977 50, 010 2, 301, 072 1, 670, 364 | Effective July 1, 1961..............-... —630, 708 
Puerto Rico 37, 926 39, 215 0 0 | Program in effect... 
oy 30; 928 32,301 2,162, 904 2 747; 208 | Started Jul ot 904 
arolina. 5 4 » tar’ SY Re eR ae Pe 
——— 8 005 688 1,442, 364 0, 267, 764 | Started nee 
. . 7 Bterted July 1, 1061... ..25. cco ccce 
Fen 504 221; 706 247 000; 000 - 24, 000, 000 
Utah 7, 516 866 470, 796 1,799, 760 | Started July 1, 1961.........-2 02 1, 328, 964 
Vermont. 611 5, 693 802, 164 1, 466, 472 | Starts 1962. 664, 308 
vign saland 14, 450 14, 690 1,468 318 2338; Goa | No leeis 72 376 
ni . . ’ 0 Jegislation until 1962............... 376 
W ton 46, 930 48, 853 17, 774, 628 21, 413, 184 | $1 oe 956. 4, oe 512 
Ae 38.512 3250} 18, ba 12k 0,678. 472 | Legislati 130,348 
Wisconsin 5 ] ation p 130, 348 
Wyoming. 3, 105 3, 252 406, 596 379, _ ee 216 
Total, 2, 206, 190 2. 358, 600 297, 685, 692 330, 289, 648 | $11,754,512 144, 276, 616 
1 Legislation pending, 3 Effective Jan. 1, 1962. 








the tub itself. 


SAFETY RAIL 


BATHTUB SAFETY 
SEAT 

Solid plastic seat with 
two bars to lay 
across the tub, plastic 
tips on ends of 
Chrome plated steel 
bars. To be used 
alone can be _ re- 
moved, not attached 
to the Tub Rail. 
SEAT-A, Price $20.00 


Weight 12 lbs. 





14” high, 6” wide — with CROSSBAR 
SHOWER TUB Weight 6 Ibs. 
STCR-1 for wide 
rim tub 4” to 6%” 
STCR-3 for old type single wall tub with roll rim. 


SPARLING BATHTUB SAFETY RAILS 


Are adjustable, fit over the side of the tub, held in place with 
plastisol grips and the SECURITY COUPLING make the rail as firm as 










Price $15.00 
STCR-2 for narrow 
rim 3” to 4” 


Send for catalogs on Bathtub and Toilet Safety Rail, Wall Bars, 
Overbed and TV Tables. Order from the manufacturer and save. 
When check accompanies order for rails, we will pay the 
shipping charges. Order From The Manufacturer And Save. 
Cc. D. SPARLING COMPANY 


1736 Howard St., Detroit 16, Michigan 
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Drug Names 


Pennsylvania State Board of Phar- 
macy authorized hospital pharmacies 
to substitute drugs “generically or 
chemically equivalent to brand 
names on prescriptions.” Board said 
such procedures will reduce cost of 
drugs to hospital patients. Hospitals 
would be prevented from making 
substitutions if an MD feels brand 
he subscribes is therapeutically su- 
perior to any other. 


Auto Costs 


Cost of buying and operating an 
automobile jumped 13% between 
1954 and 1960, according to Con- 
sumer Price Index. Increases ranged 
from 9% for prices of new cars to 
26% for insurance. Gasoline costs 
rose 12%, used car prices went up 
11%, motor oil costs climbed 15% 
and repair costs were up 16%. In- 
creased taxes were an important 
factor in most of the higher costs. 
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WORK TOGETHER 
(from Page 16) 
teaching programs in geriatric medi- 
cine. However; the assignment of 
resident physicians is largely de- 
pendent upon hospital leadership 
determined to use its resident staff 
for these purposes. 
Rehabilitation Services 

In five cases, the hospital and 
home have a common chief of phy: 
sical medicine or rehabilitation and 
share his salary. He supervises phy- 
sical therapy and occupational thera- 
py programs at the home and is re- 
sponsible for developing as much of 
a rehabilitation service as the patient 
load warrants. The emphasis is upon 
providing maximum medical guid- 
ance to the homes as they develop 
their own rehabilitation plans suit- 
able for a nursing or long-term in- 
stitution. 

There is very little exchange be- 
tween the physical therapy and oc- 
cupational therapy staffs of the two 
types of institutions, and only limi- 
ted transfer of patients for rehabilita- 
tion. Several reasons for this have 
been advanced: 

The rehabilitation programs of 
each institution are limited and 
geared to different goals — short- 
term treatment in an acute hospital, 
and prolonged treatment in a home. 
Often, there are different levels of 
recognition about rehabilitation po- 
tentials in each institution. Some 
hospitals with a vigorous program 
may be associated with a home that 
has little appreciation of this new 
field. Conversely, a few dynamic 
homes have developed rehabilitation 
services well ahead of the hospital. 
Differences in the patient character- 
istics of each institution may alter 
the real need each has for such 
specialized services. Furthermore, the 
therapeutic and technical staffs are 
always employed separately so that 
there is no natural opportunity for 
interchange. Finally, distance be- 
tween institutions hampers frequent 
movement of patients for short per- 
iods of therapy. 

Physicians’ Time 

Detailed data on the time phy- 
sicians devote to these homes are not 
available, but limited observation 
confirms results obtained in other 
studies.** Several patterns have 


been observed. In three of the cases 
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studied, the homes employ an aver- 
age of one full-time physician, in- 
cluding the medical director, per 100 
beds.t In addition, attending, visit- 
ing and consulting physicians pro- 
vide between seven hours per week 
per 100 beds in the case of a long- 
term nursing institution to 64 hours 
per week per 100 beds in a chronic 
disease hospital. 


In one chronic disease institution 
of 87 beds, all medical services are 
the responsibility of the cooperating 
general hospital. There is no full- 
time staff, but three or four phy- 
sicians visit daily. The medical di- 
rector spends a minimum of two 
hours daily at the institution, and 
consultants are called in regularly. 

At the other extreme of inten- 
sity, a home of 163 beds has its 
medical director visit half days twice 
a week for clinics and general super- 
vision, although he is available for 
emergencies. In addition, a surgeon 
and a psychiatrist visit the institution 
at least twice a week. Approximately 
30 hours of physicians’ time is re- 
ported for each 100 beds each week. 

No generally accepted standards 
exist by which to measure the ade- 
quacy of these amounts of time. The 
local staffs have expressed satisfac- 
tion, except for the promptness with 
which consulting or visiting physici- 
ans have responded to calls. Admit- 
ting policies, levels of disability 
served in the homes and individual 
standards of performance all affect 
the amount of time required. 


Hospitals originally expected to 
collaborate on research in chronic 
diseases with the homes, but only a 
few projects have been initiated. In 
one case, the two institutions jointly 
sponsor major research in rehabilita- 
tion for the geriatric patient. In an- 
other, a research program for case 
finding and control of diabetes has 
been launched at a home under the 
clinical staff of the hospital, and 
some patient surveys have been con- 
ducted for special diseases. Individ- 


ual home physicians have initiated 


private studies on problems especially 
interesting to them, but controijled 
and systematic studies are still the 
exception. 

Despite this limited experience, 
the leadership of both hospitals and 
homes expect to develop more joint 
research by bringing hospital scienti- 


fic skill to the long-term patients in 
nursing institutions. 
Sharing Laboratory Services 

A further illustration of the widen- 
ing cooperation between hospitals 
and homes is the extent to which 
hospitals provide x-ray and clinical 
laboratory services to the homes. Six 
of the homes maintain laboratory 
facilities for diagnostic tests but ap- 
point as x-ray or laboratory director 
the physician who holds the same 
position at the cooperating hospital. 
The roentgenologist and pathologist 
conduct complex studies in the home 
or at the hospital at the request of 
the patient's physician, the medical 
director or the consulting staff. They 
also supervise technicians employed 
by the home. In four cases, the 
homes provide only for those mini- 
mal laboratory procedures commonly 
performed in the office of a general 
practitioner. All other laboratory and 
x-ray work is done at the cooperating 
hospital on request of the home 
medical staff. These laboratories and 
their staffs are, in effect, common 
services for both institutions. 

The volume of x-ray and labora- 
tory services provided by hospitals 
to homes varies according to the ex- 
tensiveness of home facilities. This, 
in turn, reflects the development of 
its medical program. In all cases for 
which separate records were kept, 
the volume was found to be small. 
In two institutions with bed capaci- 
ties of 100 and 150, the hospital has 
provided an average of between 50 
and 60 laboratory units of work a 
month. In a third institution, the 
laboratory technician of a home is 
supervised by the pathologist of the 
hospital and is responsible for 17,- 
000 laboratory units of work a year; 
only 300 of these units are perform- 
ed at the hospital. 

The volume of diagnostic work 
appears to have increased under the 
integrated program, but not to 
troublesome proportions. It is not 
yet possible to predict whether furth- 
er interest will seriously increase the 

Cover) 





**Preliminary reports—(1) Organization of 
Personal Health Services in Homes for the 
Aged, (II) Residents of Homes for the Aged: 
Their Health Conditions and Health Needs, 
and (V) Chronic Disease Hospitals and Re- 
lated Institutions—from the Study of Coordina- 
tion of Health Services for Patients with Long- 
Term Illness, Council of Jewish Federations 
and Welfare Funds, Inc. 


tInstitutions with 95,230 and 319 beds with 
one, three and four full-time physicians, re- 
spectively. r$ ie: 
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demand for such diagnostic services. 

The homes’ directors of labora- 
tory and roentgenology are treated 
as other physicians and are paid an 
annual retainer fee, or by the visit. 
Hospital technicians from the hos- 
pital are paid by the hospital, which 
is reimbursed by the home. Homes 
reimburse hospitals for studies con- 
ducted in hospital laboratories, usu- 
ally at cost exclusive of administra- 
tive overhead. 


Formal arrangements for coordina- 
tion between other professional and 
administrative staffs are minimal and 
scattered. For example, in three 
cases, hospitals recommended and 
helped homes obtain competent di- 
rectors of nursing. Once these per- 
sons were appointed, relationships 
between the nursing departments be- 
came informal and “ad hoc”. There 
is no regular arrangement for ex- 
change of experience or information. 
The fact that three nursing super- 
visors at homes originally came from 
the hospital has served as a strong 
unifying element. The nursing de- 
partment, in each of these cases has 
stressed the ease with which informa- 
tion is exchanged on individual pa- 
tients and the over-all sense of com- 
munity that seems to govern their 
relationships. 

The nursing directors in homes, 
however, commented on the weak- 
ness or lack of professional inter- 
change. They report the develop- 
ment of certain nursing procedures 
especially effective with long-term 
patients that have not yet been trans- 
lated for general hospital use. On 
the other hand, physicians at homes 
often report that they do not find 
nursing quality to which they are 
accustomed in hospitals. 

The advantages of more exchange 
of nursing experience and practice 
have been realized by nursing staffs, 
and a few steps have been taken to 
bring them about. For example, in 
Philadelphia, the home nursing di- 
rector is also associate director of 
nurses for the hospital. She is em- 
ployed by the hospital for the home, 
subject to the latter’s approval. She 
is fully integrated in the total hos- 
pital operation and is chairman of 
the hospital’s nurse education com- 
mittee. Nursing school students are 
assigned to the home for brief peri- 
ods of training. 
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A more common situation is one 
in which the nursing staffs have 
only limited knowledge of the part- 
ner institution. The directors of 
nursing seldom, if ever, visit the 
other institution. In at least two 
cases, efforts to initiate a liaison in 
the form of joint nurse conferences 
failed. The nursing departments 
have had no natural and functional 
contact with each other and have 
not developed a mutual understand- 
ing sufficient to work together. 

There was only one example of 
integrated purchase of supplies where 
virtually all supplies, including drugs, 
linens, food and equipment were 
ordered by the hospital purchasing 
agent for the home. 

In a few cases, experiments in 
joint purchasing were attempted and 
discontinued. Data on the advant- 
ages and disadvantages are not con- 
clusive, but a number of problems 
have been identified. The buying 
needs of the two institutions are dis- 
similar in some respects. Require- 
ments for drugs and equipment vary 
so much that there is less bulk pur- 
chasing of common items than would 
be expected. Specifications for items 
vary, and there is no mechanism to 
evaluate whether they can be uni- 
fied. Furthermore, the volume of 
purchases for two institutions rather 
than one is often not sufficiently 
greater to result in major savings. 
Certain savings are hard to share: 
for example, the large free sample 
supplies a hospital acquires. Finally, 
boards of trustees of nonprofit homes 
can use their business connections to 
effect considerable savings, compara- 
ble to those possible by joint pur- 
chasing. Where this is true, separate 
purchasing means greater administra- 
tive freedom and flexibility as well 
as comparable dollar savings. 

For some or all of these reasons, 
homes have tended to seek their own 
buying channels. This trend has 
been accelerated by a variety of com- 
plaints about joint purchasing ef- 
forts, slowness in filling the homes’ 
orders—which encouraged a feeling 
of “second class” treatment — and 
rigidity in meeting variations in spe- 
cifications. At this time, no clear 
advantage has been demonstrated for 
joint purchasing. 

In three cases, the hospital does all 
the laundry for the cooperating in- 


stitution at substantially less than the 
prevailing commercial rate. In a 
fourth case, the hospital is preparing 
to offer the same arrangement to the 
cooperating home. In these cases, 
the hospital laundry facilities were 
not fully utilized. Under such cir- 
cumstances, unified laundry service 
seems to be mutually advantageous. 


Effect of Cooperation 

A major characteristic of these in- 
tegrated programs is the inter-agency 
agreement governing admission or 
transfer of each institution’s patients. 
These agreements are usually made 
to (1) assure home patients ready 
access to a hospital bed and (2) 
facilitate discharge of certain long- 
term hospital patients. The first of 
these goals has been well achieved; 
the second has been achieved 
only to a limited extent. There was 
one unanticipated result; namely, a 
reduction in transfers from homes to 
hospitals, which coincided with an 
improvement in home resources. 

In nine cases, the hospital has 
undertaken to give priority admission 
to wards to home patients without 
their own physician and to furnish 
outpatient care. These patients are 
returned to the home promptly when 
the medical staff so decides. The 
hospitals consider this assurance of 
prompt discharge although it is limit- 
ed to selected patients. 

The number of patients trans- 
ferred from the homes is still small 
in relation to the total hospital ad- 
missions, but it represents a signifi- 
cant proportion of the home resident 
population. From seven homes with 
bed capacities ranging from 72 to 
267, not more than thiee or four 
residents were transferred to hospi- 
tals in an average month. However, 
over a year’s time, these monthly 
hospital transfers amounted to be- 
tween 5 per cent and 22 per cent of 
the homes’ total populations. An 
average of approximately 10 per cent 
of a home’s population is estimated 
to need general hospital care during 
a year. This estimate is supported 
by a six-month study of 530 residents 
in five homes for the aged.* 

In the opinion of the administra- 
tive and medical staffs of the homes, 
the low volume of transfers from 





*Goldmann, F., Residents of Homes for the 
Aged: Their Health Conditions and Health 
Lon a accel Report II (See footnote, 
page g 
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home to hospital can be partly at- 
tributed to the significant increase 
and improvement in nursing and 
rehabilitation care available at homes. 
As a result, many residents previous- 
ly referred for hospital care are now 
adequately served in the home with 
a combination of improved nursing 
and medical service. 

Physicians in several programs re- 
ported that cardiac and serious res- 
piratory cases were once routinely 
transferred to a hospital but are now 
adequately treated in the home. The 
consistency with which local staffs 
report this development suggests that 
the upgrading of care in homes can 
significantly decrease the pressure 
of hospitals. However, appropriate 
statistical data have not been main- 
tained for a sufficient length of time 
to permit testing of these opinions. 

Those homes which were studied 
have been slow to adjust admission 
policies. Therefore, direct transfers 
of patients from hospital to home 
have been limited. Much of this can 
be attributed to characteristics of 
this group of nonprofit institutions 
and may not be found among nurs- 
ing homes generally, especially not 
among the proprietary institutions. 


Limited Admissions 


Several of these homes have limit- 
ed admissions to persons over 60 
years of age; others serve a pre- 
dominately Jewish population; while 
the referring hospital serves a com- 
munity-wide population. Further- 
more, the shortage of nursing facili- 
ties has led these nonprofit homes 
to adopt rather complex devices to 
control admissions through medical, 
social and financial study of each 
applicant. This is a time-consuming 
process that does not conform to the 
hospital tempo for discharge. In ad- 
dition, these homes prefer to diversi- 
fy their admissions so that they will 
not become dependent upon one 
institution for filling their beds. 
Finally, hospital medical staffs have 
been slow to learn how to best use 
these community services. 

In only four cases did the rate of 
direct transfer from hospital to home 
range as high as 2 to 10 patients per 
month. Despite this showing, the 
staffs of the institutions believe this 
flow will improve in time. Nursing 
home admission policies are slowly 
being modified as the effect of in- 
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tegrating physician services begins 
to be felt. Admitting procedures are 
being streamlined. The volume of 
nursing facilities has increased so 
much that more speed and flexibility 
become possible. Finally, the hospi- 
tals have begun to inform their resi- 
dent and house staff members more 
effectively about these nonhospital 
facilities. 


Closely related to the transfer of 
inpatients between homes and _hos- 
pitals is the use of outpatient clinics. 
As medical and nursing services at 
homes have improved, the use of 
outpatient clinics at hospitals has 
declined. All homes in the study 
reported a limited need except for 
a few specialized clinics. This is 
attributed directly to the holding of 
clinics at the homes. In one case, 
the number of outpatient clinic visits 
declined 10 per cent in the first year 
of the cooperative arrangement, and 
20 per cent in the second year. 


Maintenance of clinics at the 
homes may be regarded as a neces- 
sary duplication of facilities for a 
number of reasons. Aged patients 
are difficult to transport and should 
not be burdened with long waiting 
periods at the outpatient clinic. This 
consideration is seldom controlling 
because the trend is observed even 
where institutions adjoin each other. 
More significant, the holding of 
clinics at the home has proved ad- 
vantageous to physicians, home staff 
and patient. Physicians prefer to 
treat patients where they are visiting 
them, and they can readily call in 
specialists under the cooperative plan. 
The home staff is relieved of the 
task of repeatedly moving patients 
back and forth. 


It is impossible now to compare 
the costs of the home clinic with 
those of the hospital clinic. Much 
of the expenditure for physicians 
and nurses is absorbed in the basic 
home medical program. Daily mov- 
ing of patients means extra costs, but 


the local staffs seem well satisfied 


with this development and believe it 
is not costly. Hospital facilities are 
still used when elaborate equipment 
is required and the volume is not 
sufficient for the home to acquire 
it or when several specialists are in- 
volved and collaboration can be best 
obtained at the hospital. 


Summary 

The 10 case studies of eftective 
administrative and professional co- 
operation between hospitals and nurs- 
ing homes point to three elements 
that account for their success: re- 
spect for institutional autonomy and 
integrity, executive leadership, and 
flexibility. 

The gulf that bridges nursing 
homes and other medical care organi- 
zations is still great. Although nurs- 
ing homes and similar institutions 
are rapidly changing the content of 
their services, they are still jealous 
of their independence and integrity. 
The fears and suspicions they still 
harbor about powerful hospitals must 
be recognized and overcome through 
the development of mutual respect. 
In all 10 case studies, the cooperation 
of the homes followed from the care- 
ful regard given to their indepen- 
dence and their right to determine 
the pace at which they would move 
into the medical and health com- 
munity. 


The hospital administrators proved 
to be the key and moving figures in 
achieving progress. They were first 
committed to a belief in the hos- 
pitals’ wider community influence 
and applied this to nursing institu- 
tions, as well as to more traditional 
medical organizations. Each hospital 
administrator nurtured informal and 
friendly relationships with nursing 
home administrators and freely 
shared his broad knowledge about 
institutional management and medi- 
cal care planning. The administra- 
tors constantly encouraged their own 
staffs to act cooperatively in the de- 
tails of hospital-nursing home rela- 
tionships. 


Finally, these cooperative relation- 
ships were permitted to evolve in- 
formally and flexibly, and mutual 
agreements between staffs succeeded 
in finding common areas for ad- 
vancement. 


Reprinted, with permission, from 
Hospitals, Journal of American Hos- 
pital Association, 35: 32+, June 1, 
1961, and permission of the author. 





There is no substitute 


for INTEGRITY. 
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Conference on Psychiatry of Aged Held 





Attending conference on “Psychiatric Problems of the Aged” at Detroit, Michigan, (left to 


right) were Mrs. Mabel Lilly, president of the Michigan Nursing Home Association, Dr. 
Marvin Weckstein, Dr. Henry Krystal, and Mrs. Mabel Johnson, Educational Chairman, MNHA. 


On July 21-23, 1961, the Michi- 
gan Nursing Home Association and 
Wayne State University School of 
Medicine, Detroit, Michigan, held a 
conference entitled “Psychiatric Prob- 
lems of the Aged,” at Haven Hill 
(the former home of Mr. and Mrs. 
Edsel Ford) which is now a part of 
Michigan’s beautiful Highland Re- 
creation Area, consisting of a thous- 
and acres of beautiful forest with 
lakes and streams. 


Forty-three Michigan nursing home 
administrators registered. They and 
the instructors were encouraged to 
dress informally. 


Renowned speakers 


The luncheon on Friday, July 
21st, was followed with a lecture by 
Dr. John Dorsey, world renowned 
psychiatrist, on “Psychological Medi- 
cine.” After dinner, that evening, 
Dr. James Tattan lectured and an- 
swered questions for two and one- 
half hours on “Problems of Rehabili- 
tation of the Aged.” Following Satur- 
day’s breakfast, Dr. Joseph Schaeffer, 
Director of the Rehabilitation In- 
stitute of Greater Detroit, an institu- 
tion rapidly becoming known as one 
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of the finest of its kind, held a class 
on “Rehabilitation and _ Physical 
Medicine.” Following the Saturday 
luncheon, Mrs. Una Sain, from the 
same institute, lectured and demon- 
strated the “Retraining Activities for 
Every Day Living.” After the Satur- 
day evening dinner, Miss Suzette 
Talbert, also of this same institute, 
discussed and demonstrated “Recrea- 
tional Therapy.” The following 
morning, Dr. Marvin Weckstein 
spoke on the “Psychological Aspects 
of Convalescence”, giving many case 
histories of typical patient problems. 
He answered many questions and 
solicited accounts of case histories 
known to the nursing home admini- 
strators attending the conference. 


Dr. Henry Krystal moderated the 
final Sunday session which included 
a panel on the Educational Program 
being covered by the Michigan De- 
partment of Health. Panel partici- 
pants were Mrs. Alma Kyle and Mrs. 
Elizabeth Murtaugh, both of the 
Michigan Department of Health, 
and First Vice President Lloyd John- 
son of the Michigan Nursing Home 
Association. Mr. Johnson talked 
about “Preconceived Ideas” and 


urged the attendants to rid their 
minds of preconceived ideas and 
with an open mind to try out the 
new ideas presented at the con- 
ference. 


Program arrangement 


This conference program was ar- 
ranged by Dr. Henry Krystal, Psy- 
chiatrist and Director of Continuing 
Education for the Wayne State Uni- 
versity School of Medicine. This was 
MNHA’s first experience with this 
type educational conference and all 
attendants enthusiastically endorsed 
additional meetings of this high 
level type. Dr. Krystal commended 
the MNHA for being able to “take 
the bull by the horns”, and plan 
and execute its own educational pro- 
gram in this manner. 


Wayne State University sponsored 
another class, the week of Septem- 
ber 28th, on “Psychological Prob- 
lems of the Aged.” 


TEN COMMANDMENTS 
OF FIRE PREVENTION 


1. I will not let anyone in my 
home use gasoline for cleaning 
purposes. 

2. I will not burn trash on a windy 
day, or too close to any building. 

3. I will see that all electrical ap- 
pliances and extension cords are 
in safe condition. 

4. I will not let oily rags and paper 
collect in and around my home. 

5. I will see that matches are kept 
out of reach of small children or 
the infirm. 

6. I will see that no one smokes in 
bed at my home. 

7. I will not let draperies or cur- 
tains stand too close to heaters in 
my home. 

8. I will locate the second exit from 
any public building I enter. 

9. I will impress on all my friends 
the danger of turning in false 
alarms. 

10. I will promote the necessity of 
fire prevention when and wher- 
ever I can. 

Distributed in the interest of fire 
safety by Georgia Safety Fire Com- 
mission. 
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I. Thirty states have reached or 
exceeded their 1960 total member- 
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ships: 
Arkansas New Mexico 
Delaware North Dakota 
Florida Oklahoma 
Georgia Pennsylvania 
lowa Rhode Island 
Kansas South Carolina 
Kentucky South Dakota 
Louisiana Tennessee 
Maine Texas 
Minnesota Utah 
Mississippi Vermont 
Missouri Virginia 
Montana Washington 
Nebraska Wisconsin 
Nevada Wyoming 


Il. Twenty-three states have reached 
75% or more of their 1961 quotas: 













RMA BUR MICO | c. ocackcackcdeassassteinsoasts 133% 
et MAEMO ink, Sc dcca2saz'sy acres catoncobarignck 127% 
3. Louisiana 

4. Wyoming 

5. Arkansas ne 
RNC NONOTEED «5, adicoig nese coseatansssancces 104% 
7 Ae oS ee RS Se 102% 
8. North Dakota ... 100% 
WGP MUOUIRMMN Ts. aocesxcek ns dae stoccneakta retoneckesstee 98% 
Us) MRM ne ood Eko ee salcagtesdeushere 96% 
11, New Hampshire ...............0ccecceee 95% 
Ae MUNNCE. © oyctsSesdstnsepsceiscosacnns space sos 
Was TRURIOE | ics sipcncsieichive sania 94% 
WAR IRI aoe carats tcadeastia sa ceo sceaiaite ate 90% 
ea MONROE cc ccesctects cthadaccdavdensedisdiceseckndess 89% 
16. Delaware ........ 88% 
17. Washington ... 87% 
18. California Ee esiecdes cantor nibh akiees 85% 
BG, Saette COrGnne. ..25caisaieccectsnk. ss 84% 
ORR OO) RRB OS iar Aine Ro ok I Rte ER 79% 
BE SOUEN,  DOMOED oo. ScckessecsetiocagSicacnaaies 78% 
RS MMMEMMAIDR «ct csdctsccansestastsasrctasesecqptacsesed 75% 
Me MPIMMOUER | bicsadiccsccestcctexekat thence cacesisvecy 75% 


ill. A Regional breakdown on per- 
centage of quota attained through 
September 30, 1961: 


MORAN Boss do cadaccthasenceres cabacsl encateeatscans 
Region Il ...... 
Region Ill ..... 
Region IV 
Region V ..... 
Region VI ..... 
Region VII 
Region VIIl 
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Sept. Sept. Total Quota % of 
1960 1961 1960 1961 Quota 
ALABAMA 52 48 55 77 62% 
ARIZONA 30 27 30 45 60% 
ARKANSAS 33 62 39 54 114% 
CALIFORNIA 501 535 592 624 85% 
COLORADO 87 56 90 95 58% 
CONNECTICUT 88 62 88 103 60% 
DELAWARE 14 15 14 17 88% 
FLORIDA 86 123 87 125 9% 
GEORGIA 71 73 73 100 73% 
IDAHO 20 14 20 30 46% 
ILLINOIS 175 171 183 250 68% 
INDIANA 131 117 131 181 64% 
IOWA 154 198 154 250 79% 
KANSAS 50 58 52 65 89% 
KENTUCKY 45 66 45 70 94% 
LOUISIANA 17 33 17 27 122% 
MAINE 40 54 40 60 90% 
MARYLAND 69 62 69 100 62% 
MASSACHUSETTS 252 250 284 400 62% 
MICHIGAN 169 166 169 219 75% 
MINNESOTA 109 115 109 300 38% 
MISSISSIPPI 17 24 17 50 48% 
MISSOURI 117 132 124 175 75% 
MONTANA 20 25 21 50 50% 
NEBRASKA 73 102 73 100 102% 
NEVADA 2 2 2 19 10% 
NEW HAMPSHIRE 59 57 59 60 95% 
NEW JERSEY 79 76 84 165 46% 
NEW MEXICO 15 20 15 15 133% 
NEW YORK 167 113 175 210 54% 
NORTH CAROLINA 68 57 68 100 57% 
‘NORTH DAKOTA 13 15 14 15 100% 
OHIO 72 64 72 122 52% 
OKLAHOMA 62 127 65 100 127% 
OREGON 33 19 34 44 43% 
PENNSYLVANIA 109 125 110 200 63% 
RHODE ISLAND 25 28 25 27 104% 
SOUTH CAROLINA 21 21 21 25 84% 
SOUTH DAKOTA 32 37 33 47 78% 
- TENNESSEE 119 123 119 131 94% 
TEXAS 100 135 107 300 45% 
UTAH 15 22 15 68 32% 
VERMONT 4l 63 41 % 65% 
VIRGINIA 44 60 44 90 66% 
WASHINGTON hh 116 WW 133 87% 
WEST VIRGINIA 30 21 30 40 53% 
WISCONSIN 121 144 122 150 96% 
WYOMING 22 23 22 20 115% 
~JOTAL MEMBERS 3,780 4,056 3,964 5,744 71% 
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State Associations Directory 


Nursing Homes Assoc 
Garland L. Rollins, PO. Box 305, 


Alpresid 
ent: 
Falkville. Secretary: Mrs. J. Kelly eS Box 
88, Haleyville. Treasurer: Robe rt Vv. 
Route 12, Box 158, Birmingham. ANTLA 
Governing Council Member: Garland L. Rollins. 
Arizona Association of Nursing Homes 

President: Mrs. Roy Williams, 1916 N. 32nd 
Street, Phoenix. Secretary: lone A Dockstader, 
6825 North Sixteenth Street, Phoenix. ‘Treasurer: 
Mrs. Frank Maus, 9110, N. 7th Street Phoenix. 
A.N.H.A. Governing Council Member: Mrs. Roy 
Williams. 
Arkansas 


Home Associatio 


Lonoke. Secretary: Mrs. Jackie Kilgore, RN. 
Caraway. Treasurer: Joe R. — 953 David 
O’Dodd Rd., Little Rock. A.N.H.A. Governin: 


Council Member: Mrs. Ruth J. Richardson, 61 
Center St., Conway. iu Sant 
California Association of Nursing Homes, 
Homes for the Aged, 
tariums, Rest Homes & Ho 2 oe om y 





: Gellmann, 
me. blag mee Marion age gy = Be 
3201 " Fernside Boulevard, Alameda. becxcwe 


Birre Gipe, 541 North Fulton, Fresno. A.N.H.A 
Genae Council Member: Mrs. Gellmann. 
Colorado Nursing Home Association 

President: H. Virgil Davis, 1427 Gaylord, 
Denver. Secretary: Dorothy Cording, Route 1, 
Eldorado Springs Road, Boulder. Treasurer: Vesta 
Bowden, 1455 Beeler Street, Aurora. A.N.H. 
Governing Council Member: H. Virgil Davis. 
The Connections Cina and Convalescent 

lospital Association, Inc. 

lies: Theodore E. Hawkins, 1768 Whitney 
Ave., New Haven. Secretary: era Arterburn, 
267 Union Ave., West Haven. Treasurer: Leander 
Lavigne, 157 Hillside Ave., Waterbury. A,N.H.A. 
Governing Council Member: Mrs. Robert’ Baird, 
North Star Route, New Milford. 





A iati of Nursing Homes 
President: Alice Ulmer, 160 Winston Avenue, 
Elmhurst, Wilmington 4. Secretary: Blanche Wil- 


liams, Clarksville. Treasurer: Paul J. Turek, A WN 

North Broom Street, Wilmington 6. 

Governing Council Member: Alice Ulmer. 
Nursing Home Association: 

President: David R. Mosher, 859 10th Ave., N., 
St. Petersburg. Secretary: Helen _ Wilkes, 105 
8th St., Lake Park. Treasurer: Frank Banas 
504 3rd Ave., South, Lake Worth. ANHA Govern- 
ing Council Member: John I. Goddard, 811 Jack- 
son Street, North, St. Petersburg. 

The Georgia Association of Nursing Homes and 
Homes for the Aged 

President: Thomas E. Anthony, 2725 Vineville 
Avenue, Macon. Secretary: William Crane, 
663 North Milledge Street, Athens. Treasurer: 
ap 3 owe 260 14th Street, N. W., Atlanta 
13. N.H.A . Governing Council ‘Member: Thomas 
E. yn eg 
Idaho Nursing Home Association, Inc. 

President: Virgil Harter, Payette, Idaho. Sec- 
retary-Treasurer: Mrs. Virgil Harter, Payette, 
Idaho. Governing Council: Virgil Harter. 
Illinois Nursing Home Association 

President: Margaret Setzekorn, 1300 Broadway, 
Mt. Vernon. Secretary: Jeannette Kramer, 417 
North Kenilworth, Oak Park. Treasurer: wriglen 
Nelson, 205 North Main, Saybrook. A.N.H.A. 
Governing Council Member: Margaret Setzekorn. 
Indiana Association of Licensed Nursing Homes 

President: Margaret L. Nickols, 812 Riverside 
Avenue, Muncie. Secretary: Marjorie M. Fordyce, 
321 North Morgen Street, Rushville. Treasurer: 
Emory H. Vollmer, 2630 North College Avenue, 
Indianapolis. A.N.H.A. Governing Council Mem- 


ber: arjorie Pearsey, 114 East Fifth Street, 
Rushville. 
Iowa Nursing Home Association 

President:  chasies B. Shindler, 1211 sh meng 
Street, Des es, Secretary: C. B. Verdoo 
Ashton. Treasurer: W. Pe ww.” 222 North t8th 
Street, Clarinda. A.N.H Governing Council 


Member: Charles B. Shindler. 

Kansas Nursing Home Association, Inc. 
President: L. V. Biffer, Jr.. P. O. Box 812, 

Wichita. Secretary. Viola Wagner, 301 West First, 

Washington. Treasurer: Robert E. Truitt, 

East Second Street, Tonganoxie. A.N.H.A. Govern- 


ing Council Member: Louisa Joplin, Box 632, 

McLouth. 

Kentucky Association of Nursing Homes 
President: Mrs. Ann Ralph, 105 Lyndon Lane, 


Lyndon. Secretary: Mrs. Bernice Sisk, 419 North 
Seminary, Madisonville. Treasurer: Jack Bousman, 
1460 South 2nd_ St., Louisville 8. A.N.H.A. 


Governing Council Member: Ira Wallace, 
New Castle Sanitarium, New stle. 

Louisiana Association of Licensed Nursing 
Homes, Inc. 

President: Lawrence W. Lindig, 6271 Boone 
Ave., Baton. Secretary: Francis Kerrigan, 2445 
Fsnlanade. New Orleans. Treasurer: Mrs. L. E. 


Van Mullen, 6100 Chef Menteur Highway, New 
Orleans. A.N.H.A. Governing Council Member: 
Emily Avriett, 816 Nashville Ave., New Orleans, 
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The Maine Association of Nursing Homes 
President: Kenneth Robinson, 284 Brunswick 
Avenue, Gardiner. Secretary: Alzada Simmons, 
Western Avenue, inthrop. Treasurer:' Roy 
Meister, 25 Court Street, Belfast. A.N.H.A. Gov- 
erning Council Member: Kenneth imag a3 
Maryland Nursing Home Association. 

President: Eugene J. eee 16 Fisting Ave. 
Catonsville 5 t 

— 98 Smithwood Ave., SB 28; 
é. en A. Governing Council Member: Eugene 
. Lipitz. 


Massachusetts Federation of Nursing Homes 





President: Joseph H. Furlong, = Frost Rd., 
Washington, Mass. Secretary: Sydney Nathans, 
M. St. James Ave., Springfield, Mass. 


Treasurer: Joseph 4 Alessandroni, 91 Summer St. 
Waltham, Mass. A.N.H.A. Governing Council 
Member: Frithiof B. Carlson, 44 Old Upton Rd., 
Grafton, Mass. 


Michigan Nursing Home Associa 

President: Mrs. Mabel Lilly, at State St., 
Mason. Secretary: Eldon W. Purdy, 873 S. State 
St., Caro, Treasurer: Mrs. Frances Sawer, 7505 


Canton Center Rd., Plymouth. A.N.H.A. Govern- 

ing Council Member: Mrs. Mabel Lilly. 

The Minnesota Nursing Home Associatio: 
President: Sidney S. Shields, W- 1252 First 


National Bank Building, St. Paul 1, Minnesota. 
Secretary: Naime Wessin, 725 Fremont Avenue, 
North, Minneapolis. Treasurer: Raymond C, a 
400 10th Avenue, N. W., Austin. A.N.H 
Governing Council Member: Karl T. Mae 
Lester Prairie. 


Mississippi Nursing Home Association 

President: J. W. Pigford, Haney 39 North, 
Meridian. Secretary: Mary W. Majure, Route s, 
Highway 11, Meridian. Treasurer: Mrs. 
Compere, 865 North Street, Jackson. AN.H.A. 
Governing Council Member: J. W. Pigford. 
Missouri Nursing Home Association 

President: Walter McCarty, 3621 Warwick, Kan- 
sas City 11. Secretary: Kathryn Lindeman, 3537 
Main Street, Kansas City. Treasurer: pan wae 
4123 Independence Avenue, Kansas City. A.N.H.A,. 
Governing Council Member: Walter McCarty. 


Montana Nursing Home Associati 

President: Mary Sande, Box ise. Box Elder. 
Secretary: Nellie Cornelius, 208 South 35th St., 
Billings. hago wo Joe Ronchetto, 444 W. Broad- 
way, Butte. A.N.H.A. Governing Council Member: 
Mary Sande, Box 156, Box Elder. 


Nebraska Nursing Home Association 

President: Ira Clark, 1845 D Street, 
Nebraska. Secretary: Lillian M. Clark, 
Street, Lincoln, Nebraska. Treasurer: 
Dahl, 918 Main Street, Wayne, Nebraska. 
ing Council Member: Ira Clark. 
Nevada Nursing Home Association: 

President: Leandro D. Tomaso, 1015 
Springs Rd., Reno. Secretary-Treasurer: 
Tomaso, 1015 Spanish Springs Rd., 
H. A. Governing Council Member: 
Tomaso. 


The New Hampshire Association Licensed Nursing 
Homes 
Brown, 90 Stark St., 


Lincoln, 
1845 D 
Clifford 
Govern- 


Spanish 
Beverl 
Reno. A. N. 
Leandro D. 


President: Enos O. Dover. 
Secretary: Edwina V. Merrill, 221 Glenwood Ave., 


Franklin, Treasurer: Mary McKerley, 174 So. 
Main St., Concord. A.N.H.A. Governing Council 
Member: Enos O. Brown. 
Licensed Nursing Homes Association of New 
Jersey, Inc. 

President: George E. Conley, 82 North Main 
Street, Cranbury. Secretary: Leonard A. Coyle, 
P. O. Box 115, West Trenton. Treasurer: 


Jesse Wallace, 304 Teaneck Road, Teaneck. 
Sal ad cA. Governing Council Member: George E. 
‘onley. 


New Mexico hnediaties of Nursing Homes, Inc. 
President: Kathryn Vaskov, Rt. 1, Box A, Las 
Cruces. Secretary-Treasurer: Olga "Vaskov, Rt. 1, 
Box 96-A, Las Cruces. A.N.H.A. Governing Coun- 
cil Member: Kathryn Vaskov. 
New York State Nursing Home Association, Inc. 
President: Austin J. Barrett, 685 Linwood Ave., 
Buffalo. Secretary: Irene Tierney, 248 Main St., 
Guilderland Center. Treasurer: Alan Bartholomew, 
27 South Goodman St., Rochester. ANHA Govern- 
ing Council Member: “Austin J. Barrett. 


North Carolina Ass’n. of Nursing Homes 
Homes for Aged, Cc. 


Executive Board: 
Tomlinson, 513 East nal 


Chairman: Travis H. 
aker Mill Road, Raleigh. Treasurer: Mrs. Mary 
T. Lennon, R. :. Box 38-A, Clarkton. President, 
Nursing Home _ Section: Mrs. Dorothy Joyner, 
2623 Crescent Ave. Extension, Charlotte. President, 
Homes for Aged Section: rs. Lucy Bell, 232 
East Chestnut St., Asheville. ANHA Governing 
Council Member: Travis H. Tomlinson. 

North Dakota Association of Nursing Homes 

President: Rev. R. R. Hanselman, Dickinson. 
Secretary: Orren Lee. Northwood. Treasurer: 


O. H. Hove, M. D., 
Council Member: 
Wahpeton. 


Ohio Association of Nursing Homes 

President: J. C. Weaver, Jr., 2157 Glenwood, 
Toledo. Secretary: Eileen Turner, 2111 “npn. 
Toledo, Treasurer, Bruce Levering, R.R. 3, Fred- 
ericktown, A.N.H.A. Governin; ‘ouncil. Member: 
Leo Glass, 3536 Washington Ave., Cincinnati 29. 


Oklahoma State Nursing Home Association, Inc. 
President: Carroll E. Young, 120 East Main St., 
ag Secretary: Mar orie C. Magee, 2307 
W. 27th, Oklahoma City 8. Treasurer: ye 
Machioiff.” P.O. Box 448, “Guthrie, A.N.H.A. 
Governing Council Member: Carroll E. Young. 


Oregon Nursing Homes, Inc.; 

President: A. J. Roth, Dr. P.H., Lae Grande. 
Secretary: Shirley Franklin, 220 E. Herford St., 
Gladstone. Treasurer: Ruby E. Gleason, 503 N. 
pees 4 Newberg. A.N.H.A. Governing Council 
r: Dr. A. J. Roth. 


Pennsylvania Agsocatinn of Nursing and 

Convalescent Hom: 

President: Jacob I, * R08, 148 N. Charlotte Street, 
Lancaster. Secretary: Antoinette Swankoski, Drums. 
Treasurer: Catherine Fox, Warrington. A.N.H.A. 
Governing Council Member: Jacob I. Roe. 
Federation of Licensed Nursing Homes of Rhode 
Island, Inc. 

President: Anne Theinert, 
Avenue, Greenville. Secretary: Nettie Farrell, 26 
Fourth Street, East Providence. Treasurer: Anna 
French, 21 Bull Street, Newport. A.N.H.A. 
Governing Council Member: Ralph Holmes, 1224 
Narragansett Boulevard, Cranston. 


South Carolina Association of Nursing Homes 


Minot. 


A.N.H.A. Governing 
Mrs, 


Don Nash, 408 6th St., 





33 Pleasant View 





President: Mrs. Lillian H. Smith, R.N., 2451 
Forest Dr., Columbia. Secretary-Treasurer: Rev. 
J. M. ‘Hoftmeyer. Methodist Home for the 


Aging, Orangeburg. -H.A. Governin; 
Member: Mrs. Leora ye Reynold 
Edgefield. 


South Dakota Association of Nursing Homes 
President: Robert W. Beckwith, Chamberlain. 
Secretary: Elvina Mikkelson, Yankton. Treasurer: 
Newton Richardson, Roslyn. A.N.H.A. Governing 
Council Member: Robert Beckwith. 
Tennessee Nursing Home Association 
President George T. Mustin, 642 Semmes St.., 


Council 
emorial, 


Memphis. Secretary: Catherine Anderson, 4008 
Broadway, N.E., Knoxville. Treasurer: Blanche 
Deteny, 1227 Sixteenth Ave., S., Nashville. 
A.N.H.A. Governing Council Member: George T. 


a gi 


Texas Nursing Home Association 

President: Sam _E. McCaskill, P.O. Box 18145, 
Dallas, Texas. Secretary: Harry Reever, 4038 
Lemmon Ave., Dallas. Treasurer: Mrs. Hugh V. 
Jones, 1723 Hemphill St., Fort Worth. A.N.H.A. 
Governing Council Member: Sam E. McCaskill. 


Utah Professional Nursing Homes Association 

President: Birdie Brey Hara, 119 F St., Salt 
Lake City 3. Secretary: Edna Buckle, 73 H St., 
Salt Lake City. Treasurer: Gerald Swegle, 535 
2nd Ave., Salt Lake City. A.N.H.A. Governing 
Council Member: Samuella Hawkins, 1216 
13th, South, Salt Lake City. 


Vermont Association of Nursing Homes 

President: Milton Ayiward, RFD No. 2, Water- 
bury. Secretary: Marion E. Zanleon, 31 Richard- 
son St., Barre. Treasurer: Raymond Gobeil, RFD, 
Derby. A.N.H.A. Governing Council ember: 
Milton Aylward. 


Virginia Association of Nursing Homes 
President: Bernard Maslan, 2112 Monteiro Ave., 
Richmond. Secretary: Belle Wynkook, West Market 
St., Leesburg. Treasurer; C. Arthur Fowler, 
Route 1, Box 92, Blake Lane, Oakton. A.N.H.A. 
Governing Council Member: Martin Dalton, Box 
746, Annadale. 
Washington State Nursing Home Association 
President: Roy J. McDonald, 907 South Mill 
Street, Colfax. Secretary-Treasurer: Dorothy Stil- 
well, "7123 2nd St.. N. W., Puyallup. A.N.H.A. 
Governing Council Member: Roy J. McDonald. 
West Virginia Nursing Home Nag ge 
President: T. J. Gilmore, P.O. Box 3193, Hunt- 


ington. Secretary: Christinia Winans. Grafton. 
Treasurer: T. B. Gilmore, P.O. Box 3193, Hunt- 
ae ay _A.N.H.A. Governing Council Member: 


J. Gilmore. 


Wisconsin Association of Nursing Homes, Inc. 
President: Dr. Elmer C. Kocovsky, P.O. Box 
232, Wauwatosa 13. Secretary: Mary Bernikowicz, 
R. N., 14 — 18th Ave., Kenosha. Treasurer: 
Pearl F. Dawson, 502 East Holmes St., Janesville. 
ANHA Governing Council Member: "Dr. Elmer 

C. Kocovsky. 

Wyoming Association of Nursing Homes 
President: Clara Jokimaki, State Park, Thermo- 
lis. Secretary: Wilma Bigner, West C & 14 Ave., 
orrington. Treasurer: Buelah Bushmaker, 244 

East Works, Sheridan. A.N.H.A. Governing Coun- 





cil Member: Clara Jokimaki. 


NOVEMBER, 1961, 


NURSING HOMES 











~~ 











7 ae eS 6 SL 











| 
| 


} 
WH 











INA 


NURSING HOME 


by 


DOROTHY ERICKSON REESE, R.N., M.P.H. 
Public Health Service 
U. S. DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 


Illustrations by 


MARGUERITE BURGESS 





American Nursing Home Ass’n. Publishers 
1346 Connecticut Ave., N. W. Washington 6, D. C. 


Enclosed herewith is our check for $___ for which please send us _______ copies of your 
Book “How to Be a Nursing Aide in a Nursing Home.” Cost is $2.50 per copy. 


Ship to 





Nursing Home 





Individual 





Street City and Zone ; State 
Please Print 
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NOTA BENE! 


The PT, \ Grant Company has acquired 
of the Airmass Alternating 
\d—the original and univers- 
1 method of preventing and 
~. bital ulcers. 


urselves to patient welfare. 


YD 


* "professional communications 
* nurses. 


~ \ining and educational ef- 
S. 


»* ie assistance to (id est, 
sing homes and chronic 


..cal and hospital equipment 
_<i1 our products with workable sales 
programs. 


This will lower the costs of patient care for the 
hospital, the nursing home and the bedfast pa- 
tient at home. 3566-RDG 


AIRMASS CORPORATION 
an operation of 


The R. D. Grant Company 
Dept. NH Hippodrome Building e Cleveland 15, Ohio 





